quires that the death certificate be executed within 24 hours ofter death. Poge 4 


ned by the haspital ar 


rs 


may be 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law re: 
TO FUNE! 


om 


the funeral directar, 
shauld be filed with 


» 


Pages 1 


Then please remove carbo; 


MRECTOR: After this certificate hos been signed by the ottending physician and campletely filled 


page 3 sHould be detached far use os the burial-tronsit permit 


Tegra 


the registrar priar ta burial, cremation, ar removal, and in ony event within 72 hours aff 


VS AIS (4) 
15M 9/35. 


c 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 4 
08382 uf 


08381 CERTIFICATE OF DEATH ay em, hr 


74 yee eee {Where deceased lived. If institution: Residence before admission) 
5 
Maryland ® COUNTY Balto.County 
c. CITY OR TOWN (If outside corporate timits, write RURAL ond give nearest town) ; 


Baltimore 27) 423 5) y 


d. STREET ADDRESS : = «. ISAISSIBENGE 
5629 Oregon Avenue ves] No Pt 


1. PLACE OF DEATH 


3 ITY 
sco” Carroll MARYLAND 
b. CITY OR TOWN [If outside corporote limits, write | ¢. LENGTH OF STAY IN Tb. 


ykesvilie yes .8mos.3da 


d. NAME OF HOSPITAL (If not in hospital, give street oddress) 


Springfield State Hospital 


3. NAMEIOF First Middle Lost 4. lose Month Doy Yeor 
{Type or print) Evelyn Margaret Summers BARNHART bare §=— August 19, 15 57 
3. SEX 6. COLOR OR RACE |7. MARRIED [ARNEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER | YEAR| IF UNDER 24 HRS. 


lost birthday} 


9 


Min, 


yn. 


Female White wiooweo [J pivorceo () July 7, 1908 


100. USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 
during most af working life. even if retired) 


12. CITIZEN OF WHAT COUNTRY? 


Housewife - Maryland U.S 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
William Summers: Ellen O'Day 
be WAS DECEASEDEVER IN U. S. ARMEO FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
Yes, no or unknown), {tt yes. give wor or dates of service}, 
No - - Springfield Hospital Records 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), and (c).] INTERVAL BETWEEN 
PART |. DEATH Mepiattrenuse Carcinoma of the cervix with metastasis 
i ae DUE TO 
Conditions, if any, which (by 
Gove rise to immediote 
couse {a), stating the under. ( PVE TO 
lying couse fost. {ec} 
3 Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifa) ]19. WAS AUTOPSY 
i= PERFORMED? 
3| Manic depressive reaction, depressed type ves () No (%F 
S 20a. ACCIDENT WAS UNDERLYING 1) | 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Port | or Port I of item 18.) 
& TOR CONTRIBUTING [J CAUSE OF DEATH 
© [ (IF EITHER. NOTIFY MEDICAL EXAMINER} 
& [2%0c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) {County} {State} 
a Hour o.m. While Not while factory, street, office bldg., etc.) : 
= p.m. 19 Jat work J] at work) Hl 


ACTUAL 
SIGNATURE 


Namcitye_ Walther H, Sonnenfeldt, M.D. 


Ro. a oa pe 2b. DATE THEREOF NAME OF CEMETERY OR CREMATORY 72d. LOCA yp ey ‘of County) {Stote) 2 
poekeal” | F-PG Laci L; LIK: 


ots 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS eC ee” YY REGISTRAR 2ab. REGISTRAR'S SIG RATUR if 
Y Cina he A OLS y 72 

®% x Ficr tes A orne ~ Wits a Ay [ ke vege LACE 
a ra 


. MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 : 
M 08382 CERTIFICATE OF DEATH 8 


Reg. Dist. No. 


1, PLACE OF DEATH 2 or DENCE (Where deceased lived. If institution: Residence before admission) 
a. COUNTY g 


MARYLAND LL: b. COUNTY “ 


b. CITY OR TOWN (If eee corporpte Ijfni i LENGTH "SD STAY IN Ib c. CITY OR TOWN (If outsideycorporgte limits, write RUPAL give nearest town) 
RURAL ond give neq: ) Z. pi 
ALA 


2 dé. NAME ¢ OF Yl PITAL (if not sore hospildt-give street fy JS d. STREET ADDRESS. @. 1S RESIDENCE 
) OR INSTITYTION { ON A FARM? 
—_ ( 
3. NAME OF oe jddle low 4, DATE 
(Type or print) A Via | A a = B USf7 Stata 
$. SEX hy 6. COLOR QR RACE |7. MARRIED] NEVER MARRIED [] | ®. DATE OF r34 9. AGE Spe fe 
\ wipoweo [-~ oivorceo [] Z ~* 15 o2 
{J100. USUAL OCCUPATION (Give Kind of work done] 106, KIND OF BUSINESS OR INDUSTRY [11. “FIRTAPLACE Jo, or foreign 1s 12. CITIZEN OF WHAT COUNTRY? 
during an pking life, At retired) Wa = SS A 


onal 


the funeral director, 
shauld be filed with 


w: 


Pages 1 


14, MOTHER'S MAIDEN NAME 
ot. J 
pee Lied Pypcecee ak Lz 
TSAWAS DECEASED EVER IN U. 5. ARMED FORCES? |16. SOCIAL SECURITY-NO. 17. INFORMANT ‘Address 
) | 1% no. oF unknown ffsan, give wer or doten of vervice) ba 2 ey : P 
é ab Led Q =! [A 


18, CAUSE OF DEATH [Enter only one couse per Ijpe-for (a). (b}. ond (c). tj INTERVAL BETWEEMS 
f- 
Fe | rat pt “ 


PART 1. DEATH WAS CAUSED BY: {ONSET AND DEATH 
IMMEDIATE CAUSE (o} 


GYR Sn alan ac: 


Conditions, if ony, which o 
gove rise to immediote 

cote (0), stoting the ynder. { CUETO 
lying cavse lost. ft 


Part il, OTHER SIGNIFIC. CONDITIONS CONTRIBUTING TO DEATH BUTNOT Ri ED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)/19. WAS AUTOPSY 
v4 


é. Lhe lb, PERFORMED? 
Li Lao x L- Lt hd a yes [] NO 
200. ACCIDENT WAS UNDERLYING [1 ]205. DESCRIBE NOW INJURY OCCURRED. [Enter nature of injury in Port Vor Pow Il of Tem 1B) 
‘OR CONTRIBUTING C] CAUSE OF DEATH — 
(IF EITHER, NOTIFY MEDICAL EXAMINER) ———— 
20c. TIME OF INJURY Month, Day, Year ]20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, Ep. 1 20F. (City oF town) (County) (Stote) 
Hour a. m, While. ___ Not while factory, street, office bldg., etc. 3 
pom Sot work perwork Fy 4 —<—  — 


21. I cortifyThat | attended the deceased_fror (hug 0 VE. agg 7 /- ae 9LZ that | last saw the deceased 
alive o 402 Gg? > © sh 6 

Lf VA = 
AOA pe UI [7 


Leah! 


Le 


Then please remave carbon papers. 


, crematian, ar remaval, and in any event within 72 haurs after death. 
MEDICAL CERTIFICATION, 


be detached far use as the burial-transit permit. 


d by the hospital ar attending physician. 
RECTOR: After this certificate has been signed by the attending physician and completely filled 


Vesa Dar NHEREOF | aze NAME OF CEMRTENY OR CREMMTON = Zc. NAME OF CEMETERY Of CREMATORY iy TION {City, town, or county) 
ae 7-2-1750 Kaen ftteod Al g 
X i i PG ; 7 bLtd Wehcé Ke ehtealy 
4 » Fae A Loz, PKL, (le_s¢ f/) DATE lh LYE T INN 


the registror priar ta buri 


page 3 
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0 8 8 8 3 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 : 
2 /o/ag CERTIFICATE OF DEATH avg, oun. nl 99 


1S. g. * g 
Red = ya 
5 ‘s ne. a ae rag a ene RESIDENCE (Where deceased lived. If institution: Residence befare anion) 
23 Cy ‘ 9. b. COUNTY : 
eo Carrol} ae ary lang Balto 
6 g b. CITY OR TOWN {If outside corporote limits, write | ¢. LENGTH OF STAY IN Tb ¢. CITY OR TOWN [If outside corporate limits, write RURAL ond give nearest town) 
s RURAL and give nearest town) Baltimor fe 
32 Sykesville 2 mos.19 days altimore : es: 
‘-. tad da. CUETO {If not in hospital, give street address) d, STREET ADDRESS . NS tCSIOE CE 
- Ver pringrield State Hospital 3008 Northway Drive yes) NOX) 
3N., ae First Middle Lost 4, aya Month Dey Yeor 
{Type or print) Anthony Nicklas AR R LOS, =} DEATH August S 19 57 


Pages 1 


IF UNDER 1 YEAR 


IF UNDER 24 HRS. 
Min, 


Se * 6. COLOR OR RACE |7. MARRIED gS] NEVER MARRIED [] | 8. DATE ¥ BIRTH opt ee 
‘rthday) 
White wiooweo [} Divorceo [J July 20, ve yes 


-#j_| 10a. USUAL OCCUPATION {Give kind of work done] ib. KIND OF BUSINESS OR Pa BIRTHPLACE (State or foreign country) 


12. CITIZEN OF WHAT COUNTRY; 
luring, most of w4 Se life, even if retired) 


( I |\ Meat’ packer -o Me Greece Unknown 
\ Ki FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Uniatown Nicholas Carelas (Carelos) Unknown Christina 
te pees ala ne eis eg ay 16. YALE. NO. |17. INFORMANT Address 
‘Vo = Springfield Hospital Records 


18. CAUSE OF DEATH [Enter only one couse per line for {0), {b), ond (c)-] INTERVAL BETWEEN 


ONSET ANDO DEATH 
PART 1. DEATH MESA cause o)__ACute myocardial infarction Houys 


DUE TO 


Then please remave corbon papers. 


¢ Condition; Thotyeshich fei Acute coronary occlusion Hours 
€ to immediote 
$ ting the under. ( OVE TO 2 i | 
= ing my «__Arteriosclerotic heart disease Years 
S FS pe Wl. OTHER SIG ee (NT Sd ween: CONTRIBUTING JO DEAT rd os RELATED TO TI ae a ISEASE yehotie GIVEN IN PART }{a)| 19. WAS AUTOPSY. 
= e| Cc. er assoc Serebral arteriosclerosis psycho PERFORMED? 
é ea on, yes] no (ce 
= 20a. as WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Part | or Port I} of item 18.) 
& OR CONTRIGUTING () CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED We, PLACE OF INJURY fHome, form, T20F, {City or town) (County) {Stole} 
6 Hour o.m. While Not while factory, street, office bldg., etc.) | 
= p.m. lat work [] of work [J H 


21.1 certify that | attended the deceased from_May_ 16, 195719 yee a ta_August 5, , 19.57 ..that | last saw the deceased 


alive on. August 5, | 3 1250, and that death accurred ot_1255Pm, fram the causes and an the date stated above. 
ADDRESS (Street, city or town, state) DATE SIGNED 


RECTOR: After this certificate has been signed by the attending physicion and completely filled 


‘a be detached far use as the burial: 
the registrar prior ta burial, cremation, or remaval, and in any event within 72 hours after death. 


ed by the hospital or a! 


> 


beau Agustin del ° 


may be 
TO FUNER 
page 3 


TO HOSPITAL OR ATTENDING PHYSICIAN: The Jaw requires that the deoth certificate be executed within 24 haurs ofter death, Pa 


CemeJlt. 
5 FURSBRAL oIRECTS SIGNATURE DDRE: 24b. REGISTRARS SIGNATURE 
VS AIS (4) Y4 i 0 DF, Ser wr Ch eee z 


2ha. REC'D Peso 
oare I 


3 °A NVTENS 


2561 On 
—~ afi 
MW argos 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
08384 CERTIFICATE OF DEATH 


ol 


08385 


Reg. Dist. No. 


sé 

a 2. USUAL RESIDENCE (Where deceated lived. If institutionrResidence before admission) 

£3 maryiano || 2 STATE . b. COUNTY, Gomes 2 

i6 c. CITY OR TOWN (if outtide corporate limits, write RURAL ond give nearest town) 

23 WEST 5 

23 ORAL / D iy Xx 

22 K d. STREET ADDRESS. 5 @. IS RESIDENCE 
—- / ON A FARM? 
2 CUST VE veL) NOE 


3. NAME OF First —_—— Middle 4. DATE Month Da: Yeor 


Lost 
DECEASED 3 ? = OF a = 
(Type or print) [R) Ss L Oo 4 FW DEATH A L G wet 19 5S Z 
5. SEX 6. COLOR OR RACE 17. MARRIED [J] NEVER MARRIED [-] |8. DATE Of BIRTH 9. AGE (In yeors [IF UNDER | YEAR|IF UNDER 24 HRS. 
iP * lost birthday) ne 
W \womeg. woes] 10,13 1900 ere | | 
100. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
luring mast of working life, even if retired) i 
Oustwi iF Ee | Dp. : 
13, FATHER'S NAME a=, Py 14. MOTHER'S MAIDEN NAM 
i> eg J 4 
IT )| Norris [AYLoR ANNY EF: E BAUGH 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? [16, SOCIAL SECURITY NO. |17. INFORMANT, Addi 5 AVA 
ae Vin cueiiome le a ae Ao / i ‘ pa wll ow VE 7 
l L/3 1 | AVL £ My THAN STR Pp 


18, CAUSE OF DEATH [Enter only one cause per tine Far (a), (b). and (o7.] INTERVAL BE fen 
[oy 
PART 1. DEATH WAS CAUSED BY: pS ait 
IMMEDIATE CAUSE (o! Zt - 


oorx DUE TO 


Pages 1 a 


ftex death. 


Then please remave carbon popers. 


Conditions, if ony, which 
Gove rise 10 immediate 

cotse (a), stating the under: (| OVE TO 
lying couse last. eo 


ADORESS (Street, city gr town, stofe) DATE SIGNED 
as LS Maer lee trarveale! pl. Pd-P 


ACTUAL 
SIGNATURI 


PHYSICIAN'S foe 
NAME (Type) 


RECTOR: After this certificate hos been signed by the attending physician and campletely filled i 


> 


page 3 shi 


€ 

be 

e4 = 

52s 
go a Paer Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)] 19. WAS AUTOPSY 
Sof eS eG 
430 s ves] No a | 
ape = | 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port { or Part Il of item 18.) 

aoe & | OR CONTRIBUTING LJ CAUSE OF DEATH 

ese © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

358 & |20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, 1 20f. (City or town) (County) (State) 
5veg rat Hour 0. m. While Nol white factory, street, office bldg., etc.) 4 

be? 2 p.m. 19 lat work [J ot work (CJ ' 

eae i 5 q =a 

35 21. I certify that | attended the deceased from.______<yi tesa, 19.9%, to Zire 2% —_ Ag Z..that | lost saw the deceased 
= a _ 4% ‘ 

rf 3 olive on... L-t 2¢~_, TP Coe and that death accurred at # 397M; fram the causes and an the date stated abave. 
[Os 

=o 

mes 

o ey 

2 


rf eeee:: PT WlasI mrs led jal. 


‘220. SURIAL CREMATION, | 22b, DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 22d. LOGATION (City, town, er county) (Stote) 
7) REMOVAL [Speci ) 


the registrar prior to burial, crematian, ar remaval, and in ony event within 72 hay, 


moy be ri 
TO FUNER. 


LIE LER} WISE UlPG PEL 


Tdo. REC'D BY REGISTRAR ‘Zab. REGISTRAR'S SIGN, RE J, 
DATE FA LA LTA 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death. Page 4 


i | ny3 


26 6e aN; 


Orso 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 OS386 
08385 CERTIFICATE OF DEATH nop. bin, No, SO -I-P 


oll 


- 
3 ad 1. PLAGE OF DEATH { | 2. USUAL RESIDENCE (Whore deceaved lived. If insiution: Residence before adminsion) 
£ ®. °. b. COUNTY 
52 _Gayro ee Mary lana Carroll 
Pe b. CITY OR TOWN (If outside corporote limits, write |, LENGTH OF STAYIN 16 || _c. CITY OR TOWN (lf outside corporole limits, write RURAL ond give nearest lawn) 
oo RURAL ond give town) py Vi i ef “ 
By Woodb AO zyys, || XQ woodbine 
kom / ¢. NAME OF HOSPITAL (IF not in hospitol, give sireet oddress) d. STREET ADDRESS @. 15 RESIDENCE 
a 1-0 OR INSTITUTION , o u . ‘ON A FARM? 
7 f cod bin Hewktr SO NORE 
eke 3. NAME OF Fiest Middle lost 4. DATE Month Doy Year 
DECEASED. OF - 
(Type or print) James Ora Cope DEATH Avgy 2/ 19577 


5. SEX 6. COLOR OR RACE |7. MARRIED PR NEVER MARRIED []] |®. DATE OF breTH 9. AGE [inyeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
Ma le h ‘ last birthdoy) tiie. 
White |woowef  oworceot] oh 3/88 eo a 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE {Stale or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) Té 
Farm en nessee tS; 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Charles Cope K- Nossa Starne 


* WAS ean ee U.S. smi ipa 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
a | (ier 10, oF unknown} Yet, give wor or dates of service! . 
: 3 2/7 -20-20 Mrs. 10love Woodbine Md, 


18. CAUSE OF DEATH [Enter only one couse per line for {o}, (b}, and {e}-] PAs re ead 
PA ets SER, ‘culum Cell Sarcoma, 


mr, DUE TO 


Conditions, if any, which (0 


Then pl 


Part II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o} | 19. was aur 
yes [] NOP 
20a. ACCIDENT WAS UNDERLYING ()__ | 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Port | or Part It of item 18.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year |20d, INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (State) 
Hour a. n. While Not while foctory, street, office bidg., etc.) | 
p.m. 19 lat work (J of work [J H 


MEDICAL CERTIFICATION: 


21. | certify that | attended the deceased from,_______----_.____. we, Onn npnnnnnnnnnn n= ins that | last saw the deceased 
olive on___¢/ Uae, 19S" [.,-. and that death occurred ot_ 234. Mm, from the causef and an the dote stated above. 


ADDRESS (Streel, city or town, stote) DATE SIGNED 


by the hospital or attending physician. 
RECTOR: After this certificate has been signed by the attending physician and completely filled i 


‘be detached for use os the burial-transit permit. 
the registrar prior ta burial, cremation, ar remavat, and in any event within 72 hy 


TO HOSPITAL OR ATTENDING PHYSICIAN: The faw requires that the deoth certificate be executed within 24 haurs ofter death: Page 4 


A 
: j} [seus d 7 Airy. Mel 
2 mans WB, Cu /we/, 
3 § ey To. BURIAL CREMATION, | 22b. DATE THEREOF ‘Zc. NAME OF CEMETERY @RSCREMMPORY. 72d. LOCATION (City, town, or county) {Stote) 
ret Liverty Baptist _|risbon, Howard’ Co. Ma. 
2 " 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS. 24a. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE Jf 
¥3AI5 4) det C. M. Waltz, Winfield, Maryland vate #0 9,9-5 F| 42 LE IL satel? 


, MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
4 C8386 CERTIFICATE OF DEATH 


coma 


083. 


INTERVAL BETWEEN 


18. CAUSE OF DEATH [Enter only one couse per line for {0}, (b), ond {<)-] INTER AR yeh 


PART 1, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o]_ ____ Heart failure ,arterios: 
“LY; DUE TO 
Conditions, if ony, which 1. Bronchogneumonia 


gove rise to immediote 
couse (0), stoting the under. 


DUE TO 
lying couse lost. ¢/ 


ay fc) 


-transit permit. 
tror prior ta buriol, cremation, or remaval, ond in any event within 72 hours after death. 


Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERM WAT CH PSYCHOL THE US Me eee 


= ES | Reg. Dist. No. 
$ 3 = ¥, PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceoied lived, If institution: Residence before admissidn) 
he ° b, COUNTY Y , 
= 3 3 MARYLAND land rerety 
e Be ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN {If outside corporote limits, write RURAL ond give neares! town) 
3 
€ x 
ee 18_m-s Sykesville 
2 Sie ‘d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS ¢. IS RESIDENCE 
oo — OR INSTITUTION ON A FARM? 
g > har Rd,box 8 Yes fj No 
2 NAME OF Middle low - DATE Month Day Yeor 
< - DECEASED ‘ 
= gis AupSReUe Robert Charles __ COURSEY Bias be hen 111957 
= ° 5. SEX 6. COLOR OR RACE |7. MARRIED ["] NEVER MARRIED [] | 8. DATE OF BIRTH (In years Gaal VYEAR] IF UNDER 24 HRS. z HRS. 
; = _ 7 a 
BS ¢ wiDOwED fe] Divorced () yrs. Perey Frasaas 
2 & T0e. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF Bisse OR INDUSTRY {1}. BIRTHPLACE (Stote or foreign 188 bess CITIZEN OF WHAT COUNTRY? 
3 cy during most of working life, even if retired) 
$ ee ar) were | Maryland USeA 
g 8 pe NAME 14. MOTHER'S MAIDEN NAME 
- 2 p 
Be ore Henry _COURSEY Roganne Lemon 
= 3 HS. WAS DECEASEDEVER IN U. §. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
= 4 Yes, no. oF unknown) {Il yes. give wor or dates of service! 
i. eos no no. 
2. & 
3 a 
ri § 
2 & 
= = 
3 = 
= 
s 
3 
Lo 
2 
3 
2 
° 
£ 
= 


ECTOR: After this certificate has been signed by the attending physicion and completely filled 


4 
oO 
3 Zz 
: & 
$o= = 
E53 3 CBS, associated with disturbance of metabolism, with senile brain diseasd] sof 
cle E | 2p ACCIDENT WAS UNDERLYING CI __]20b, DESCRIBE HOW INJURY OCCURRED. (Ener noture of injry in Port | or For of item 16) 
E 
s god | (WE €ITHER, NOTIFY MEDICAL EXAMINER) 
ss = 
Sses S [20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, er 1 20F. (City or town) (County) (Stote) 
Ss 6 Hour 0. m. whit res lory, street, office bidg., etc. 
ze g 2 ba a See ieciate | ' 
©a,8 : 
z¢ 3 21. | certify that | attended the deceased from... Te®h_56.... 19...__, to. August... 57. that | last saw the deceased 
2 a 3 alive on___August ___ a 7 Ble. and that death occurred at._ 9330 Pm, from fee causes and on the date stated above. 
E “a 3 ADDRESS (Street. city or town, stote) DATE SIGNED 
<a ACTUAL ani 
pete site Vian Sv ___wo. Springfield State Hospital ___..._.6-12-57 
Ns] 
25 PHYSICIAN'S 
< 74 NAME (Type) Martin Gross, Me D. =. Oe ee a et ee 
#3 3 > 220. BURIAL, CREMATION, es DATE Ws Zac. NAME OF CEMEJERY OR 
>S.5° PEMOVA if L ey) 
roa 2 
E, ae ELLL ALE) S- WH. 
Bee 23. FUNERAL DIRECTOR'S SIGNATURE, - 7 DRESS ao. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE“ 
V5 A35, (4 Reith 4, Hou MA lowe & / oare GF //2. [57 Lo itetez nee” A 


A nvauna 


iol i 


fs meh } 
U2) Al a) ; 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0) § 388 
08387 CERTIFICATE OF DEATH et wee 


ww 


. 
= a, ee = bch te RESIDENCE (Where deceased lived. If institution: Residence before admission) 

e7 2: b. COUNTY 
Z 3 Ritsu aa Maryland Baltimore City 


¢. CITY OR TOWN (if outside carporote limits, write RURAL ond give nearest town) Y 


b. CITY OR TOWN {If ouside corporote limits, write |e. LENGTH OF STAY IN 1b 
RURAL and give nearest town) 
Syke i 25 days 


Baltimore 13, Md 


the funerol director, 


in 24 haurs ofter death: Poge 4 


gove rise to immediote 
couse (a), stating the under- DUE TO 
tying couse lost. te). 
aoe UL. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Yop} 19. pada 
nvolutiona psychotic reaction, Diabetes mellitu ves) NoBy 
200. ACCIDENT WAS UNDERLYING (1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port II af item 1B) 


OR CONTRIBUTING ( CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, {20F. (City oF town} (County) (Storey 
Hour a. f. ‘While Not while factory, street, office bldg., etc.) 
p.m. 19 Jot work [J ot work [J H 


21. I certify that | attended the deceased fram.___ B=Gee i 19.57., to.__..._____ 8=31= 1957..,that | last saw the deceased 


8 d. NAME éi HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS @. 1S RESIDENCE 
- OR INSTITUTION ON _A FARM? 
» pringt A 1, Regeste a ves] NOT 
: 3. NAME OF Fi Middl 1a 4. DATE 
aE RANE OF est iddle st DA Month Day Yeor 
zs iypemeecet) George Thomas Curtis | Seay 8 11957 
yy 5. SEX 6. COLOR OR RACE [7. MARRIED LA NEVER MARRIED [J | 98. DATE OF BIRTH 9. AGE (In yeors R[IF UNDER 24 HPS, 
2 lost birthday) Days | Hours] Min, 
3. M W wipowep [J pivorceo 1] | ynknown 65 ? yn. rea 
of ey 
Eg. Wo. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
8 2 3 — during most of working life, even if retired} 
ze / carpenter Home Construction Maryland LAS 
58 of yf 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
§3s\ A 
Payee levi Curtis Annie Brueht 
rae 
Ea 2 \ 3 WAS DECEASED! sia 02 M.S, arte re, 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
3 py | Mes no. 0c ntnown) 1 UW yes, give wor or ce) 
af {| __no 216-05=-0938 |S.S.Hospital Records 
28 1B. CAUSE OF DEATH (Enter only one couse per line for (o}, (b), ond (c}.} INTERVAL BETWEEN 
za PART |, DEATH WAS CAUSED BY: 
a West onus o_Arteriosclerotic heart disease ‘years 
2s + DUE TO 
ry Conditions, if any, which 
+ , eoshan a 
4 
QD 


MEDICAL CERTIFICATION 


: After this certificote hos been 


be detached for use as the buriol-tronsit permit. 
the registear prior to burial, cremation, ar removol, and in any event within 72 hours 


L OR ATTENDING PHYSICIAN: The low requires thot the deoth certificate be executed wi 
ed by the haspitol ar ottending physicion. 


alive on______. BeBe, 187. , and that death occurred atl230_P.M, fram the causes and an the date stated abave. 
6 ‘ ADORESS (Street, city or town, stote} DATE SIGNED 
S ACTUAL Eh 8 © 
i 4 | |StéNaTue uo. Springfield State Hospital 3297. 
z & PHYSICIAN'S 
zs: NAME (Type)__Edexind Lusthai ykesville, Md. 
2° Mo. BURIAL, CREMATION, [ 2b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY “| 22d. LOCATION (Gy, town, or county) (Stote) 
= ee Burial | 9=3- Black Rock Baptist co FG Let id fed Ss Sd 
er? 23. FUNERAL DIRECTOR: Z ADDRESS 2da. REC'D BY — 
veto) EY! fPLL LE 12 , LD & ep 9 Whe Ce Hann pW ra Doe ds 
J 


yA nvauna 


Picor ed 


Dass 


1 


29 
7 


Page a mn 


lord of Health, & 


director. 
ior your files. 


° 


s necessory.please 


If any delo 
d 2 with the Sta 


pencil in tem 18. Give Poges 1, 2, and 3 to the fu 


= 
2 
& 
° 
€ 
is 
3 
= 
& 
2 
be 
aE 
ae 
x 
a 
2 
2g 
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IRECTOR: Poge 3 should be esed as a burial-transi? permit. File pages 1 on: 
ar its designated agent, prior to burial, cremation, ar removal, and in ony event within 72 hours ofter dea 


= ce 
> 
ol 


execute 
4 shau! 


TO DEPUTY MEDICAL EXAMINER: This certificote should be executed within 24 haurs after death. 
TO FUNE 


STA” 
LTH DEPT. 


= 
San 


; ; MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0% 3 
) 08388 MEDICAL EXAMINER'S CERTIFICATE OF DEATH ee 


2. USUAL RESIDENCE (Where deceased lived. If instilution: Resplence before od sig) 
STATE Ag pe sof? COUNTY oh 


©. CITY OR TOWN (If oghide corporote limits, write RURAL and give neorest town) 
7 A. @ 3 Vata 


1, ae OF DEA) 
0. COUNTY 
MARYLAND 


corporate limits, write RURAL c, LENGTH OF STAY IN Tb 


TY OR TOWN ji! cur 


‘094 give nearest town} 


Kes ft 
|. NAME OF HOSPITAL OR pie (if nat in hospital, gWe street address) |. STREET ADDRESS e. IS RESIDENCE 
2 4 ae ON A FARM? 
f (8) , a uJ y~ ves] NO 
3. HaMy OF First Middle lot, DATE 2 Mogth Dey —Yeor 
(Type or print) DEATH 19 y 
5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [[]| 8. DATE OF BIRTH PAG (toa IF UNDER TYEAR] IF UNDER 24 PRS. 
" y H Min, 
eS EE WW) wivowen []__oivorceo fx 10-26 -¢ 2 a. fe sare rain 


2. CITIZEN OF WHAT COUNTRY? 


“sh 


JSUAL OCCUPATION iiss kind of work done! 


10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or foreign country) 
Ppoa nes ‘of workjng lifes even if relired) g 
Wouse4ar te” cota wt 
13. FATHER'S NAME ia 14, MOTHER'S MAIDEN NAME 
rd) Mae. tase l, (h) ett 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? {16. oa 4 SECURITY NO. | 17. Address 
{Yeu no, oF unknown) {it yes, give wor of dates of tervice) 
Ane fowl ‘Rom tof Rebs 


18. CAUSE OF DEATH [Enter only one cause per line for (0), (Bb), ond (e}.] INTERVAL BETWEEN 


PART I. DEATH WAS CAUSED BY: Corabrok enenuLatory Ot4es shad a Fe. 


IMMEDIATE CAUSE (0) 


ony, which wow Aries hoe, LOAM EVRA &. yap SO" ye a 


to immediote couse 
{0), stating the underlying( OVE TO 


couse fost. ‘e. 

ra PART fl, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)/19. WAS. ‘AUTOPSY _ 

Q = ar PERFOR. sa? 

s ves 1] No Be” 

HE ]200. EXTERNAL CAUSE WAS 2b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Port t of Por! If of item 18.) 

& | PRIMARY () or CONTRIBUTING 

3 | CAUSE OF DEATH. 

3 20c. TIME OF INJURY Month, Doy, Yeor —[20d. INJURY OCCURRED |20c. PLACE OF INJURY (Home. Ca 70F. (Cily oF town) (County) {State) 
Hour 9. m. While Not while factory, street, office bidg., etc. 

8 p.m. ot work [J at work [J { 


21. V certify that | took chorge of the remains described obove, held an Autopsy [_], Inspection (J, Inquiry [J], and in my 
resulted from: Natpral causes Oo. Accident 0. Suicide D. Homicide O. Undetermined manner (| 


opinion a 


DATE YGNED 


am MO. CHIEF MEDICAL EXAMINER [[} 
ASSISTANT MEDICAL EXAMINER [7] 


* AMe AY i Marsh i DEPUTY MEDICAL EXAMINER 4 


“i Fame ‘Tb. DATE THEREOF ‘Tic. NAME OF COMETER SOR Td. LOCAYON (Ci 

ara 

y ~ 6-57 ps ES 

23, UNE ‘AL DIRECTOR’ SIGNATURE ADDRESS . REC'D BY REGISTRAR | 24b, REGISTRAR'S Si messi Ta) 
Ye - 431t Bd deer fy, Ball foun f-3-S | Wateg es 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
08389 CERTIFICATE OF DEATH OS3S 


a = Reg. Dist. No. 
3 P. i \ eee oe 2. USUAL RESIDENCE (Where deceared lived. If institution: Residence before admitsion) 
% a. ° b. COUNTY 
38 i |) Carroll Neen Maryland Balto, Cit; 
Be —~]  b. CITY OR TOWN (If outside corporote limits, write [c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give neores! town) 
oa RURAL ond give nearest town} 
52 Sykesville 20yrs. 3mos.ldatys Baltimore 
x 2 d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADORESS: 
zs OR INSTITUTION 
. Springfield State Hospital 1317 W. Fayette St., Balto, 
- i RANeer First Middle Lost 4. od Month 
(Type or print) William Hovey EDMUNDS DEATH August 
( I BS. SEX 6. COLOR OR RACE | 7. MARRIED [1] NEVER MARRIED] 8. DATE OF BIRTH % a Uipiey 
Male White |wioowe Q Divorced FJ 1870 87 ye 


12. CITIZEN OF WHAT COUNTRY? 


a Wo. bet 2 OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or foreign country) 
= com ‘most pies rking ieepyss it Hy 
& /\R ouse Keeper fechanic New York U.S.A. 
& 13. FATHER’ ae wee 14. MOTHER'S MAIDEN NAME 
ie Unknown Unknown 
3 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yes, ne, of unknown) {it yes, give wor or dates of service) 
) CS) - - Springfield Hospital Records 
1. CAUSE OF DEATH [Enter only one couse per line for (0). (b), ond (c}-] INTERVAL BETWEEN 


CALE A CESEO RY Arteriosclerotic Heart Disease 


“ee ‘ DUE TO 
endhiionsAf tongs eh Generalized Arteriosclerosis Years 


gove rise to immediote 


Then please remave carbon papers. Pages | 


the registrar priar ta burial, cremation, ar removal, ond in ony event within 72 


icate has been signed by the attending physician and completely filled 


dotne|6|. Woting he, yatiere 
lying couse lost. © 
Zz Paat Il, QTHER SIGNI NT o para: CONTRIBUTING, TO DEATH BU: Nom LATED JO THE TERMINAL ISEASE CONDI! 3 GINEN PART ¥(0}] 19. eer pea 
, |2| Paranoid ‘reaction Panola. ~Arterd = olism and thrombosis of the 
O1s Pi eo) ANGI ‘a 
= 200. ACCIDENT WAS_UNDERLYING (1) 20b. DESCRIBE HOW INJURY OCCURRED, ee noture of injuty in Port | or Port il of item 18.) 
& OR CONTRIBUTING (] CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
i 20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY [Home, farm, T 208. (City of town) (County) (Stote) 
a How ¢. m: While Not while factary, street, office bldg.. etc.) | 
3 p.m. 19 Jot work [1] ot work [J H 


id be detached for use as the burial-transit permit. 


myscans (/ Agustin delCampo spheorttne Maryland 


NAME (Type) 


Wo. BURIAL, CREMATION, | 27b. DATE THER ed Sagoh FFd. LOCATION (City, town, or county) (Stote) 
-REMOVAL (Spee ry ty 
Tan LN 
2 FUNERAL DIRECTOD 5 SY ry Gk ha. a OD, eee Zab. REGISTRARS SIGHARORE 
VS AIS (4) 4 
Tem 9788 L YT rfl a. LLY A Bi : 5 be Le oles Ae 


hd v at Yio t/7 aed 


* 


page 3 


may be 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs ofter death. Page 4 


TO FUNE! 


SA nVEind — 


ony » 


Darsost 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ? 
08390 CERTIFICATE OF DEATH S391 


cod 


Zz Reg. Dist. No. 
3 “3 1. PLACE a DEATH 7. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission] v7. 
ay en Carroll MARYLAND Obs Maryland b.county Balto, City 
. 3 b. CITY OR TOWN (W ovnide Bo Ek limits, write | ¢. LENGTH OF STAY IN 1b €. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
3 ond give.nearest town 
§2 Sykesvilie limos. 10days Baltimore 13 ; 
2 y d. inst aaa (Hf nat in haspital, give street address) d. STREET ADDRESS: oS a de) 
> to efield State Hospital 3153 Lyndale Avenue Yes] NOX] 
ae) er Fint Middie tost 4. DATE Month pr Year 
iz, itype ot pent Catherine Smith Donnet FEIGE Bam August 26, 1,57 
e 5. SEX 6. COLOR OR RACE | 7. maRRIED(_] NEVER MARRIED (7 [8 DATE OF BIRTH = pe tics IF UNDER 1 YEAR} IF UNDER 24 HRS. 
0 
Female White winoweowe] pvorcen | October 20,1867 By re ia oo Sige a 
Wa. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
i during most of working life, even if retired) 
“ ousewife - Scotland U.S.A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
John Donnet Catherine Anderson 


% WAS be tata GUS U.S, we Mpegs 54 16. SOCIAL SECURITY NO. }17. INFORMANT Address 
es as re Pere cere eae oc ; 
( No - - Springfield Hospital Records 


18. CAUSE OF DEATH [Enter onty one couse per line for (a), {b). and (c).] 
PART 1. DEATH WAS CAUSE! J j 
ATH Neos cane jo.__Arteriosclerotic heart disease 


iv) 


RO.O DUE TO 


INTERVAL BETWEEN 
oe AND DEATH 
ears 


Then please remave carbon popers. 


—————— 
QUE TO 
{ch 
Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}| 19. pe ae 
C.B.S.with senile brain disease with psychotic reaction. ves] No) 


20a, ACCIDENT WAS_UNDERLYING []) 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature af injury in Part | or Port Il af item 18.) 
OR CONTRIBUTING {] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


]20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED — | 20e. PLACE OF INJURY (Home, form, 1?0F. {City or town) (County) (State) 
Hour 0. m. While Ne anale factary, street, office bidg., etc.) 
p.m, id Jat wark [] ot work [J H 


21. | certify that | attended the deceased from_Aprad 16, if to AUEUST CO» 19.21 that I last saw the deceased 
alive on___August 254. —- 57. and that death accurred at. 3s3hA om, fram the causes and an the date stated abave. 


ADDRESS (Street, city or town, state) DATE SIGNED 
ACTUAL a M. z Us ae ao, Springfield State Hospital 8/26/57 


or attending physicion. 
RECTOR: After this certificate has been signed by the ottending physicion ond completely filled 


z 
Qo 
—E 
< 
¥ 
= 
= 
& 
= 
0 
= 
v 
6 
¢ 
= 


d be detached for use os the burial-transit permit. 
the registrar prior to burial, cremation, or remaval, and in ony event within 72 hours ofter 


PHYSICIAN'S 


NAME (Type) a oonenfeidt, M.D. 5 kenville, Mareen... ence sens. 


‘Zo. BURIAL, CREMATION. DATE ah, v2) AE OF “CEMBTERY TERY cee «. id. LOCATION, y |, fawn, oF cays ate} 
GUEMOVAL (Specil EG a Gy 14 
we, Lk GL MMe, "4 
73. UNERAL OTOH 9 NATYY ood iz Ub. ra 
VS. AIS (4) x 4 DN 7, 
mess OOS (Liisa AYA YD Y t id Alttd Hees, 
a 5 


NY 
aq 


& 


£ 
3 
. 
s 
8 
= 
£ 


poge 3 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificate be executed within 24 haurs after deoth. Page & 


TO FUNEI 


¥°A Avr 


Lo on 
UA 


Cl 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 § 36 ‘ 
ae 08391 CERTIFICATE OF DEATH aoe ‘fy 


ce ‘| 

Me Mf. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. If institution: Residence befare admission} 

g fe. COUNTY °. b. COUNTY 

32 Carroll MARYLAND Maryland Howard 

Be b. iy OR TOWN Ut uti corporate Finis, write. LENGTH OF STAYIN TB || &: CITY OR TOWN {If tide corporate limit, write RURAL and give nearest Yown) 
sa URAL ond give neorest town) i 

¢ k ; 

$2 8yrs.7mos.17 days Hyattsville, 4/5. 

2 fe d. NAME OF HOSPITAL (if not in hospital, give street address) d. STREET ADDRESS. @. IS RESIDENCE 
=e ; OR INSTITUTION ON A FARM? 
> / Springfield State Hospital Oh Greenlawn Drive. ves [] No BY 

3. NAME OF First Middle Lost 4 Dare Month bays tee 

~ 

ipo aripiini) Sol FRIEDKIN DEATH August 9, igor 
= 5. SEX 6. COLOR OR RACE | 7. MARRIED [[} NEVER MARRIED 8. DATE OF BIRTH % eee IF UNDER 1 YEAR| IF UNDER 24 HRS. _ 
: ‘ irthday) [Manths| 0 He Min 
= Male White wipoweo [1] pivorceo (] 1 mc ale ale ea a 
e 100. USUAL OCCUPATION (Give kind of work dane! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g I during most of warking life, even if retired) U kn: v 
2 Jeweler = nknown 


13. FATHER’S NAME 34. MOTHER'S MAIDEN NAME 


Frank Friedkin Mary Hendin 
= WAS fi on Bias ws. mje Poe 16. SOCIAL SECURITY NO. | 17, INFORMANT Address 
} ‘No Lh tee - Springfield Hospital Records. 
1B. ee 28 ie ei oe per line for (a). (b), and (c)-} (INTERVAL Between 
. IMMEDIATE CAUSE (o)_Acute coronary occlusion Minutes 


Then please remove carbon papers. Pages | 


‘ior ta burial, cremation, or remaval, and in any event within 72 haurs after, 


a? F DUE TO 


Cenditions, i ony, which w__Arteriosclentic heart disease Years 


gove rise ta immediate 


couse (o}, stoting the under. ( OVE TO 


ADDRESS (Street, city or town, state) DATE SIGNED 


ield State Hospital 8/9/57 


ACTUAL 
SIGNATURI 


Spri. 


RECTOR: After this certificate has been signed by the attending physician an 


i in 
i pri 


the registr! 


£ 

& 5 
g=s lying coure lost __Generalized arteriosclerosis Years 
Bes 5 a eS SR GP aE Rt ENDIF NTE THR STA SESE CONDITION GIVEN IN PART 1a) ]19. WAS AUTOPSY 
Ros i Sch¥zop enia, hebe rene types PERFORMED? 
ass o ves) NOX) 
Pos & [200. ACCIDENT WAS UNDERLYING (]__[20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | ar Port Il of item 16.) 
= & | OR CONTRIBUTING C] CAUSE OF DEATH 
ees & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
356 3 [0c TIME OF INJURY Month, Dey, Year 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 120f, (City or town) {County} (State) 
ee] 6 Hour 9. m. yy [While Not while factory sret,atfice bldg, etc.) | 
S z = p.m. jot wark (] at work 
= o 
ass 21. t certify that | attended the deceased from, JULY 1, | , 19.20., ta AUEUSE Fy 192 that | last saw the deceased 
aoe : ugust 9 1 8 
eggs alive an_ sts gust 7 Leet aL eres ;-- ond that death accurred at. 330A_M, from ae causes and an the date stated abave. 
£ = 
Bee 
yes 
KH 


PHYSICIAN'S 


NAME (Type) Walther H, Sonnenfeldt, M.D. 


L, CREMATION, | 220, Py THEREOF 7c, NAME OF CEMETERY OR CREM i. WQEATION fCigetown, oy avn) (State) 
Pt ie eee 
, betes # CAV ise 
Ni ae J pooess Dao. REC'D BY io loeb. ery 
vs ats (4) Ways , 
Vem 9735" XN G—-T > FORE Lee Marvy Lek ety 
: s 


cam hey y 


may be 
TO FUNE! 
page 3 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 hours after death: Page 4 


3A nvayng 


“sol eT ony 


Oaraoeef 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
im 08392 CERTIFICATE OF DEATH 08395 


Reg. Dist, No. 


a 


> 6 
£3 ) [1 PLAGE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If isttuion: Residence before odmistion) 
¢ °. °. b. COUNTY 
52 Carroll gees Maryland Carroll 
Be b. CITY OR TOWN (If ovttide corporote limits, write | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
s a RURAL ond give nearest town) a ¥ 
23 Sykesville 3 MOe Xx oodbine 
i 2 d. NAME OF HOSPITAL {if not in hospitol, give street oddress) d. STREET ADDRESS @. 1S RESIDENCE 
= Pe OR INSTITUTION aj ] ‘ON A FARM? 
> ) Pullen Nursing Home ves (] NOX) 
“=o a pea = y, First e Middle, Last 4. el Month Day Year 
3 (ype oF prin) (WWE ATHERING Goswell Sam August 2y 1957 
Ey 5. SEX 6. COLOR OR RACE | 7. MARRIED L] NEVER MARRIED 4} | 8. DATE OF BIRTH 9. AGE (In years JF UNDER 24 HRS. 
3 fost birthday) [Months] Days | Hours] Min. 
female white |woowem ovoreoO | June gm 29,1878| 79 ». 
i Ag 0a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (Stole or fareign country) 12, CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
T housework home Maryland U.S.A. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Jesse Gosnell Anne ?? 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address B alto 
{Yes, no, oF unkeown} {If yes, give war ar dates of service) 
no none Donald Gosnell, 3127 Ravenwood Ave., ] 


1B. CAUSE OF DEATH [Enter only one couse per Ine for (0), (b), ond (c)-] INTERVAL BETWEEN 


Then please remave carbon papers. 


ONSET ANO DEATH 
PART 1. DEATH WAS CAUSED BY: C 
f IMMEDIATE CAUSE (0) C HhNees Ccecatie te 
15 3X DUETO an fr ‘ , F 
Gareaitiomiit enymebich wm ALY erg hytd “th figrliint/ fo 


gove rise to immediote 
cote (0), stoting the under. ( DUE TO ’ \9 57 
lying couse lost. © F 
Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/19. WAS AUTOPSY 
yes] no) 
20a. ACCIDENT WAS UNDERLYING [)__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
‘OR CONTRIBUTING L) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Dey, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
Hour o.m. Whi Not whi factory, street, office bldg., etc.) A 
p.m. 19 Jot work [1] ot work (] t 


21. | certify that | attended the deceased from.___42 /2*' 7- 2 WSL, 10.5 Beg eeF 9:87 hat | last saw the deceased 
alive on. iene 19.387. ., and that death occurred at 8 PM, rom the causes and an the date stated abave. 


“ye ADDRESS (Sfreet, city of town, stole) DATE SIGNED 
sus LE. Shaaentl Beh 2hhng  S 
SIGNATURI “. MD, mm met ee EN i en io ees = Sees: 


-transit permit. 


jing physician. 
cate has been signed by the attending physicion and completely filled 


be detached far use as the burial: 


z 
Q 
3 
= 
= 
& 
to] 
z 
y 
a 
fr] 
= 


‘iar ta burial, cremation, or removal, and in any event within 72 hours ofter death. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death. Page 4 


3 NAME (type) WERTMI AB bel ol pt. sl el a 
? To. BURIAL CREMATION, 7b. DATE THEREOF Zc. NAME OF CEMETERY GRATIN 72d. LOCATION (City, town, or county) (Stole) 

2 BURTAT” | 8-5-19 Morgan Chapel Carroll Cé., Maryland 

rs 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS ‘2do. REC'D 8Y REGIST! aby) REGISTBAR’S SIGHMATURE 


¥BAIS 0 Y C. M. Waltz, Winfield, Maryland 


. MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 08394 
CERTIFICATE OF DEATH 


cad) 


Reg. Dist. No. 


ye Al elat« 
: s sont 2 pay oe (Where deceosed lived, If institution: Residence before odmlssion) 
ry @. b. COUNTY 
5 2 Carroll Cues D. C. 
Be b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) v 
$3 
Fy RURAL ond give neorest town) : 
5 Henryton 232 days Washington “ed x 
pf 2. Jd. NAME OR ROSTTAL (If not in hospitol. give street oddress) d. STREET ADDRESS * b Aes] 
=e , 
> Henryton State Hospital 228 - 10th Street, NB. ves 1] No EE 
3 Bea bss First Middle Lost 4. ore Month Doy Yeor 
4 (Type or print David McKinley Gray, Jrq Pe&™ August ba 
2 S. SEX 4 COLOR OR RACE |7. MARRIED] NEVER MARRIED [X} | 8. DATE OF BIRTH %. Aiea IF UNDER 1 YEAR| IF UNDER 24 HRS, 
Min, 
é Male Negro widowed [} _ovorceo EE] | Septe 25, 1925 31 om. 
2 sp aaile Wo. USUAL OCCUPATION (Give kind of work done| 106. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (State er foreign country) 12. CITIZEN OF WHAT COUNTRY? 
J : | during mast of working life. even if retired) 
8 3 \ anito Restaurant High Point, N. C. UsSeAe 
& y 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
a David Gray, Sre Victoria Steyart 
18. WAS DECEASEDEVER IN U. S$. ARMED FORCES? 116. SOCIAL SECURITY NO. | 17. INFORMANT Address 
(fer, no 0F unknown) {If yer, give wor or dates of rervice) J 5 
| ye Welt 2hih-30-8909 David McKinley Gray, Jr. - Patient 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond. (c}-] 
PART |. DEATH WAS CAUSED BY: 


a IMMEDIATE CAUSE (o)__Hemorrhage, lung 
CORK, DUE TO 


Conditions. if ony. which Far advanced cavitary pulmonary tuberculosis 
go ise to i di ote 
Couns (0},sotiog the under {DUE TO 


lying couse lost. tc). 
Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART l(c) 


200. ACCIDENT WAS_UNDERLYING D) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part tl of item 18.) 
OR CONTRIBUTING EJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED ‘We. PLACE OF INJURY (Home, farm, 1 20f. (City or town) (County) {Stote) 
Hour oe. m. While Nat while factory, stree!, office bldg. ete.) i 
p.m. 9 jot work [] ot work [] i 


21. | certify thot | ottended the deceased from.__.12=L7= 


INTERVAL BETWEEN. 
ONSET AND DEATH 


Then please remove 


19. WAS AUTOPSY 
PERFORMED? 


yves(] not 


MEDICAL CERTIFICATION 


no) 
2 
= 
= 
s 
s 
a 
§ 
vv 
2 
Oo 
« 
5 
By 
% 
££ 
a 
i 
= 
vo 
2 
= 
3 
° 
£ 
= 
a 
Re 
be 
23 
$s 
Se 
3 
2s 
2a 
Seg 
53 
vg 
22 
58 
3 

<2 
a8 
B3 
Vy 

gs 


ed by the haspital or attending physician. 


Namtives) Edgars M. Maculans, M.D. 


Tio GQRIAD CREMATION, | 22. DATE THEREOF 2c, NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City. town, or county) (Stote) 
REMOVAL (Specify) Zz Ps ~‘ J RA 
8-13- g Css yhtr) JA Po Arent Cen 


a ADORESS 24a. REC'D BY REGISTRAR ‘2ab. REGISTRARS SIGNATURE 
sais _ corto. 22 bpd th- bi land slot 8-9-51 | Zh eek 0 decree Sha 


Ce, 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death. Page 4 


¥ A Avrang 


LS6I ran ny 


0, 9st! 


_ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
- 08394 CERTIFICATE OF DEATH 


al 


08395 


Reg. Dist. No. 


se 
Mo 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If inslitution: Residence befare admission} 
a aaah Carroll masnano || °F Maryland b.county Carroll 
oe ui b. CITY OR TOWN (If outside corporate limils, write |e, LENGTH OF STAY IN Ib ©. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearei! town) 
52 RURAL ond give nearest town) . Patapsco 
22 a Patapsco 26 years XG P 
28 Gd. NAME OF HOSPITAL (if nol in hospital, give street oddress) d. STREET ADDRESS w. 1S RESIDENCE 
as ~ OR INSTITUTION ‘ON A FARM? 
> { yes [] No } 
z 3. NAME OF First Middle tost 4. DATE Month Og; Yeor 
DECEASED OF 
(Type oF print) Kate Gray DEATH August 16 19 oT 


Poges 


5. SEX 6. COLOR OR RACE [7. MARRIED L] NEVER MARRIED [] |8. OATE OF BIRTH % oan ee IF UNDER 24 HRS. 
Y) Month: Da; He Min. 
Female White winowen f  ovorceo) |May 15, 1 881 ” 7) [Months] Deys | Hours ia 


ro 10a, FERS CC URATON ae and ers 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or foreign country} 12. CITIZEN OF WHAT Sev eNG 
8 House Wor Own Home England England 

s 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

5 George Dew Charlotte (Unknown) 


ba WAS: eee re U.S. a tt i34 16. SOCIAL SECURITY NO, |17. INFORMANT Address 
jon 00. ot whew ceiver oF dates oF varie 
no “eS |e = - ~ = |Mrs. Norman Barrick Patapsco, Maryland 
1B. CAUSE OF DEATH [Enter only ane couse per line foy4é), (b), and (c)-] () 9 INTERVAL BETWEEN 
; ; a wad A oe ; ONSET Apia eas 
TA OATS As SHEE ete KQuedrral Niinerrhe CCR S - 
d A DUE TO 


if ony, which mt rie G Leahy J Kg en Aetn te /S peend- 
Z. on \ 


Then please remove carbon popers. 


gaye cise to immediate 


cotse (0), slating the under. ( OUETO (/ ¢ ef / ae . 5 Y2a0d— 


lying couse lost. r Ure 


Pacr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
ves] No a 
20a. ACCIDENT WAS UNDERLYING [)__]20b. DESCRIBE HOW INJURY OCCURRED. (Enter nolure of injury in Port | or Port II of item 1B} 
OR CONTRIBUTING 1) CAUSE OF OEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) {Stote) 
Hour 0. m. While Not while factory, streel, office bidg., elc.} Lo 7 
pm. 19 fot work [] of work [2 /| Ps \ 


signed by the ottending physicion and completely fille 


te hos be 
he buriol-tronsit permit. 


MEDICAL CERTIFICATION 


, eremotion, or removal, and in ony event within 72 ho: 


21. | certify thart Atte fp deceased from___/ S/S Hof 0 OL. », 19> that t lost sow the deceased 
olive on______. ty Ai Ss ----. and thot dedth occurred ales '=3M, from the causes fand on the dote stoted above. 


leche, Beatin,  Lbktiaets, be taed. Eel 


be detached for use as 


RECTOR: After this c: 


the prior to burial, 
~ 


poge 3 


rajained by the hospital or ottending physicion. 


Minti, S. Luther Bare i. DM es : 3 
Zo. ie elie Wb, DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, town, ar county) (Stole) 
4 
Bart et 812657 Woodlawn Cemeter Woodlawn Maryland 


Q 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2b, REGISTRAR'S SIGNATURE WF, 
eeu John R. Byers Westminster, Maryland|or $- vw ttt! TIAA 


AbD AHL, 


may be 


TO HOSPITAL OR ATTENDING PHYSICIAN: Thetow requires thot the death certificote be executed within 24 haurs after death. Poge 4 
TO FUNER: 


3A Nvayng 


ats OAV 


Oanzosd 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
C8395 CERTIFICATE OF DEATH 


omi 


08396 


ie . Reg. Dist. No. 
3 5 ( f 1. PLACE OF DEATH #) 2. USUAL RESIDENCE (Where dgfased lived. I inttution: Retidence before edminfon) 
©. COU! °. b. COUNTY By 
cee. MARYLAND e 
0 ie At DLL é fia Sat ME La a 
Beg limits, write] c. LENGTH OF STAY IN, Ib c. CITY OR TOWN yD prise carporote limits, write RURAL ond give neorest town} 
3 P V 
5 2 Vit Ment) 7 ae 
of OF HOSPITAL jH pot in hespitol give sreet oddress} d. STREET ADDRESS ©. IS RESIDENCE 
=a 7, INSTITUTIO s ‘ON A FARM? 
Me le ee ees Hoece vs) NOR 
3. NAME OF Fit Middle ‘ tos 4. DATE “Month Doy Yeor 


tineerri_o H/ Bzigtce 
5. SEK D) 6. COLOR = RACE] 7. maRRiED L] NEVER eo) t PATESE — . AGEffa years IE UNDER 1 YEAR] IF UNDER 24 HRS. 
3 Days Min, 
(7 A eeavmonony ween |p 22-879 | Zn | 


10a. Veteils pec {Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
ae 3 
Md 
MY EPILE FL: . Be.) 


1 of working life, evenrif retired) 
14, MOTHER'S MAIDEN NAME 


had A 


4 |. WAS Scaggs U. S. ARMED. 44 a 16. SOCIAL SECURITY NO. a INFORMANT Address 
fen, 00, OF vaknown} (it yer, give wor or dates 
Bllewre Agger. 2 $05 Aer fed Hy, GLA 


18. a OF DEATH ——- ‘nly one cause per line ae 0), (b}. ond = ae BETWEEN 


ON) AND DEATH 
TI DEAT SRE cR Ue es rtensive cardiovascular disease with ars 
703,44 ouetro arteriosclerosis and chronic myocarditis 
Conditions, if any, which _advanced senile changes 
gove cise ta immediote 


cove (0), stoting the unde. ¢ VETO fracture, simple, through greater trochanter of 


Pages 


13. FATHER’ SNAME » 


Then please remave carbon papers. 


— 


= 
2 
oy 
a 
& 
6 
be) 
5) 
€ 
5 
e 
B 
4 
ES 
¥ 
a 
> 
€ 
5 
ts 
2 
3 
e 
s 
> 
a 
e 
a 


tying cause lost, left iio fom 14 MOSe 
Pant il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART Teo) 19. a aoe A 
yes] NO 


20a. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part I! of item 1B.) 
OR CONTRIBUTING X] CAUSE OF DEATH 


(iF EITHER, NOTIFY MEDICAL EXAMINER) 151.3 oped on bathroom floor and fell, fracturing left femur 


20c. TIME OF INJURY a Day, Year | 20d. INJURY OCCURRED | 20e. ee ROY conan bap ie (City of town) (County) (Stote) 
Hout hil factary, street, office etc.} 
ides Col Neem pace a oe sgneemag ae | Sykesville Carroll Md. 


21. | certify that | attended the deceased fram. 


MEDICAL CERTIFICATION 


be detached for use os the buricl-transit permit. 
the registrar pricr ta burial, cremation, ar removal, and in any event within 72 hours ofter death. 


«< TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours after death. Page 4 
may be refained by the hospital ar attending physician. 


3 
P= 
= alive an__10. 2, 1957. ____, and that death cated ot 330M, eae fhe causes and an the date stated above, 
5 £ ADDRESS (Street, city er town, stote} DATE SIGNED 
ge Ae poe mo. ........ dberty. Road at Eldersburg 8/10/57 
>» Namettyrs)_Wine He Lawson, Jre, M.D a... Sykesville P.0., Maryland 
go 720. BURIAL. CREMATION, [ 225. DATE THEREOF Zc. NAME-QF CEMETERY OR CREMATORY 2d. LOCATION (Citys town, or county) (tory) 
ef Py POLLEH eta, “Ze 
= 23. FUNERAL, DIRECTOR'S SIGNATURE y RES da. REC'D BY REGISTRAR | 24b. “D ISTRAR'S SIGNATURE 
ag bocce: a 2 Cet 2 “| ote S77 aS ~b& es we = 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 § 3! 


98 
Ly? 08396 CERTIFICATE OF DEATH on Yd 


fe. 


sez 
2 7 y vt ip ee cea ae 2. bbe RESIDENCE (Where deceosed lived. If institution: Residence before odmission) 
£2 jj 9. cou & b. COUNTY 
sf NS Carrol SE. Maryland ede 
Be b. CITY OR TOWN [If outside corporote limits, write | c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give eordsi town) Vv 
s a RURAL ond give nearest town) 
$3 Sykesville §mo.29da Frederick 7 : 
22 d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS @. 15 RESIDENCE 
= =) OR INSTITUTION ON A FARM? 
Ry 
> s : 2 E 05_W. lth Street. 
- 3. NAME OF First Middle lost 4, DATE Month 
DECEASED x OF 
(Type oF print) William Baker JAMES DEATH August 
5. SEX 6. COLOR OR RACE |7. MARRIED EX] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE Giese IF UNDER | YEAR] IF UNDER 24 HRS 
- Jost _bicthdoy) r= 
I Male White wioowen[] —sovvorceo] | Bx25~72 8}; a jours | Min 


12, CITIZEN OF WHAT COUNTRY? 


U.S.A. 


, 
\ 
\ 

~~ 


100. USUAL OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR yi BIRTHPLACE (Stote or foreign country) 


during most of working life, even if retired) 
Brick Contractor Maryland 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Joshua dames Mary Baker 
16, SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
Yes, ne. or unknown), (It yes, give wor or dates of service} 
° No Springfield State Hospital - Sykesville, Md. 


18. CAUSE OF DEATH [Enter only one couse ae line for (0), (b). ond (c). INTERVAL BETWEEN. 


PART |. DEATH WAS CAUSED BY: d Rheumatic heart disease plus Ns alti ly 
IMMEDIATE CAUSE (0). 


Then please remove carbon papers. Pages | 


. ar remaval, and in any event within 72 haurs after death. 


y 


if ony, which (o) 
' i i ote 
gove rise to immediote( 16, 


couse (0), stoting the under- 


tying couse lost. //G fy. {) 


ECTOR: After this certificate has been signed by the attending physicion and completely filled 


< TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires tha? the deoth certificote be executed within 24 hours ofter death. Page 4 


i 
beers 
Bes 3 Past I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0)]19. WAS AUTOPSY 
Baa f= Chronic brain syndrome circulatory disturbance, cerebral arterio- regen ox 
‘2 =| {13s — 
Pan © [00 ACCIDENT WAS UNDERTYING [1] 260 DESCRIBE HOW INJURY OCCURRED’ [Enter nature of injury in Port Tor Port lof item 1B) 
ekohe 5 | OR CONTRIBUTING LJ CAUSE OF DEATH 
gos & | (UF EITHER, NOTIFY MEDICAL EXAMINER) 
3 8s < 20c, TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20. PLACE OF INJURY IHome, form, | 20F. (City or town} (County) {Stote) 
588 5 eopioetin! 1p [While Not shite foctory, street, office bldg., ec) 
a = p.m. lot work (LJ ot work C} 
se 
os 21.4 certify that | attended the deceased fram November _5_, 1992__, to. Angust_h___, 19.57. that | last saw the deceased 
ae ‘ 
35 alive on___August_)y ee ae , 12.57... and that death accurred at 325A.0M, fram the causes ond on the date stated above. 
3 - r 389 ADDRESS (Street, city or town, stote) DATE SIGNED 
$2 
a ACTUAL 4q ; i 
ZBS 200g EG Springfield State Hospital. E557, 
ceo a / 
PHYSICIAN'S 
aS NAME (ype)_Ma oss, i . Sykesville, Maryland onc cccececceeee: 
£305 720. BURIAL, CREMATION, | 2b. DA pow EOF Zac, NAME OF CEMETERY OR CREMATPRY 228. LOCATION (City, town, oF county) 
SP os po (Specify) (EL 
£6 82 Laden Le 
e 23, BUDIERAL L DIRECTOR'S SIGN 45 ADDRESS 24a. REC'D BY REGISTRAR | 24b. bic) s 
SANS (4 A 
Yea gss Sie 2. 5 OOM ecle rs WL. DATE ht rs 


PAT TOs 


% 


BA NvaUNd 


— 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 U § 399 
(C8397 CERTIFICATE OF DEATH 


Reg. Dist. No. 7), 


3 3 : 1 eo = alee RESIDENCE {Where deceased lived. If institution: Residence before admission) 
©. 
5 3N_ o Carroll MARYLAND Maryland » COUN Prederick 
Be b. CITY ee TOWN (IF outside corporote limits, write c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
s a RURAL ond give neores! town) d 
22 S) kestilie Adamstown XL 
_ = d. NAME OF HOSPITAL {If not in hospital, give street address) d. STREET ADDRESS e. tS RESIDENCE 
= oR INSTITUTION ON A FARM? 
> ring Sta Y no 0] 
i. 3. NAME OF First Middl tost 4. DATE Month Ye 
= DECEASED. iP Ses, ‘ OF on fen 7 
{Type or print) Manzella Yingling Kanode DEATH 8 9 19 57 


5, SEX 6. COLOR OR RACE |7. MARRIED [3 NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] 1F UNDER 24 HRS. 
lost birthdoy) Min, 
Female White wipowep [] Divorced [] 9 29/ 78 yes. 
Wo. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
I ))|_ “Housewife POTIL M USA 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Edmond Yingling Sara Roberts 


RR was ree, Fegan INU, 5. uN Bo eld 16, SOCIAL SECURITY NO. |17, INFORMANT Address 
fa) No. pa oar ER atin None David E. Kanode, Adamstown, Maryland 


18. CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond (c).] ORES ake 
~PART I. DEATH WAS CAUSED BY: earn 
IMMEDIATE CAUSE (o]_Chronic heart disease 
Yo bh, 3 DUE TO 
Conditions, if any, which to 
gave rise to immediote 


cotse (0), stoting the under. { PUETO CBS assoc. with circulatory disturbance, with 


lying couse lost. 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)]19. WAS AUTOPSY 
YE No 
200, ACCIDENT WAS UNDERLYING a 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port Il of item 18.) 
‘OR CONTRIGUTING (1 CAUSE OF DEAT! 
(IF EITHER, NOTIFY MEDICAL EXAMINER). 
20c, TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 120. (City oF town) (County) (Stote) 
Rig seen While Not stile foctoty, street, office bldg., etc.) | 
p.m. lot work [7] of work : 


21. | certify that | attended the deceased from. Le: ees . 19.55. to. O__ ats .. 192Z.,that | last saw the deceased 


alive on_____s € OUR Ss WaT, ond that death occurred at__9_ atg from the causes and on the date stated above, 
ADDRESS (Street, city or town, stote) DATE SIGNED 


2 Feat UD. Srsusglests ade hte Shell. 


PHYSICIAN'S ‘ > ‘ 
|_|NAME (type ZA4 1 L( gOAL ECL Li Mail gt Lh tale Miya l, Legicek obi: a oe 


Then please remave carbon papers. Pages 


igned by the attending physician ond completely fill 


be detached far use as the burial-transit permit. 


Zz 
9 
ce 
< 
i 
= 
= 
& 
S 
rv) 
ray 
gS 
= 


priar ta burial, crematian, ar remaval, and in any event within 72 haurs after, 


MRECTOR: After this certificate has been 


” 


retained by the haspital ar attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs afler death: Page 4 


= PERLE 
S43 . 1220. BURIAL, CREMATION, | 22b. DATE THEREOF Crem TION, | 22b. DATE THEREOF ic. NAME OF CEMETERY OR CREMATORY 22d, LOCATION (City, town, or county) {(Stote) 
Be Ps Bubtrat “ee” | 8-12-57 Mount Olivet Cemetery Frederick, Maryland 
582 
- 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24g, oe BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
R, Btchison & Son, Frederick, Maryland ee heen) 
ws pd, . dea se on S-LE.57 | A Heten Ze 


3A Nvzuna 


Barada 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 08409 
(8398 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 


21. I certify that | took charge af the remains described above, held an Autopsy [_]. Inspection Inquiry YY and in my 
resulted from: Notural causes (J, Accident [], Suicide i. Homicide [], Undetermined manner [] 


= 
ry 
3 
© 
a 
o 
BS 
6 
Aa 


or its designoled ogent, prior to burial, cremation, or removal, and 


FOR STATE Reg. Dist. No. 
HEALTH DEPT. L “ape sn Sa 2. USUAL RESIDENCE (Where deceased lived. If instilutian: Residence before odmitiion) 
eo eg, 8. 9. STATE b. COU 
£242 / , Carroll MARYLAND Maryland Varroll 
AS ze Ri b. CITY OR TOWN {it ovtiide conporote hinits, write RUBAL ¢, LENGTH OF STAY IN tb c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest! town) 
or por 
: § hen ond give neoresi town} P 
Ee 35 Taneytown emo. Kad 
vss a d. NAME OF HOSPITAL OR INSTITUTION: {If not in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
BDoSs ) ; ON A FARM? 
 < / 4 f A | 3 ____jves) Noxd 
Bese s 3, NAME OF First Middle test 4. DATE Manth Dey Year 
ee 2a8 DECEASED OF 
ar {Type or print RALPH Ce LOOKINGBILL DEATH AUG. 6, 1957 
59% 3. SEX 6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIED EI] 8. DATE OF BIRTH if AGE (nm yeonTIFUNDER IVEAR] IF UNDER 24 HRS, 
aries? re Months] Doys | Hours | Min. 
“go eee white winoweo] _vvorceoQ) | 1-8-1942 5 ys. a 
re] 6 a Wo. USUAL OCCUPATION (Give kind af work done|10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Slole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
oD 
3 -meERN during mast of working lilg, even if retired) 
Smee | ““tin" schoo Maryland was 
ga" — u ns 
So 3 eo) 3 ; 13, FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
vos ry 
ate Aubrey Lookingbill Ethel M. Watson 
=e Ee ] 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address inp “Os i 
z gee IYes, no, er unknown) (Wl yes, give war or dotes of cervice) ~ 
£528 ‘ no none Aubrey Lookingbill, R.D. Mt. Airy,Md. 
SSEE = Se a _  ricae ee_ haletees a 
sR ees 18. CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond (c).] INTERVAL BETWEEN 
eee PART 1. DEATH WAS CAUSED BY an ) gs ai 
a 5 4 
Bee IMMEDIATE CAUSE (o) Su ffotAtion- ty Hay ive Meade, 
= a ; 
Bees TTYL DUE TO 
ae 5 3 Conditions, if any, which (b) 
Sgo = gave rise to immediate cause ee a rr — 
Pes (0), stoting the undertyin 
secon o ng 
27> = a te 
i £0 couse last. fo. c o. 
gE o ae 
* : go Zz PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
25 5 Q _o =. ns | PERFORMED? 
4 wD 
ess < YES NO 
witiale 3 = O Nom 
“2 Bo = } 200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port 11 of item 18.’ 
> = i ) 
'% e & | PRIMAR or CONTRIBUTING . \ 
2 e222 & | CAUSE OF DEATH. Ady Uh. feere 
2525 ae it Sea? “ a 
= 22 3 20c, TIME OF INJURY Month, Dey, Year 120d. INJURY OFCURRED ||2Ge. PLACE OF INJURY (Home, form. 1 20F, (Cily or town) {Cgunty) (State) 
eeu 8 Hour eer, i. y While Nat white fociary, street, office bidg., etc.) H / mh 
Zeon Ss 9 ot wark [] ot work 
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aie : 
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2 <j Te wp, CHIEF MEDICAL EXAMINER [1] om 
_ ; See ASSISTANT MEDICAL EXAMINER [7] / 
A 3 vam Es /. nd) LARS pe DEPUTY MEDICAL ecidhele § g 6 / x 
3 - BURIAL, CREMATION 2b. DATE THEREOF fe NAME OF CEMETERY GWSGRGACABORe ~"T22d. LOCATION (City, town, or county) —=S«Stote) 
2 pecify 
°° BURIAL 8-9-1957 Taylorsville £ Carroll Co, ,Maryland 
yy 23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS 240, REC'D BY REGISTRAR . REGISTRAR'S i 
S. AISME ; > 
vs. ai ‘ C. M. Waltz, Winfield, Maryland oar AUG § 7 fot. 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 § 4 0) 
LR g2q CERTIFICATE OF DEATH by 


Reg. Dist. No. 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c).} 
PART |, DEATH WAS CAUSED BY: 


INTERVAL BETWEEN. 
ONSET AND DEATH 


IMMEDIATE CAUSE (0). 


sé 
Be 1, PLAGE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. If inattution: Residence before edition} 
ftp, \ {2 cou M 9. b. COUNTY 
32 ( if } arro ee aryland Balto, Cit; 
SB ox jf b. CITY OR TOWN (If outside corporote fimils, write | ¢, LENGTH OF STAY IN Ib. ¢. CITY OR TOWN {if outside corporote limits, write RURAL and give nearest town} v 
3 £ YS RURAL ond give nearest town) eee 
oS Syk 1_yrimo,26 day Baltimore 3 x 
eg d, NAME OF HOSPITAL (if not in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
ss s OR INSTITUTION ON A FARM? 
> pringfield State Hospital. 0 high ves ENO fg 
A 3. NAME OF First Middle lost 4. DATE Month Day Yeor 
a tops orn Frederick L» _MARKEL SR.| So august «1919 57 
3 estciee rederic! ’ . ugus 9 
ry 
2 5. SEX 6. COLOR OR RACE |7. Marnie [] NEVER MARRIED (C] |8 DATE OF BIRTH 9. AG gen If UNDER } YEAR] If UNDER 24 HRS 
joy i 
: Yate | Waite _|weowsy® swore} | October 23, 2877 | "#9 [mm] on | Me) Me 
a 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote ar foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
9 3 | jot of working life, even if retired) M d U.S.A 
a8 I é BETY.S: c arylan Sohe 
g 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
ae John Markel Mary E. Hornstein 
8 3 13. WAS eee ery U.S. ARMED: —— 146. SOCIAL SECURITY NO. |17. INFORMANT Address 
(Ven eupeiorancen) (9 rou dvs war or dote'chsaried} 
a ) No = - Springfield Hospital Records 
e 
ge 
& 
a 
© 
s 
2 
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“ cuero Coronary thrombosis 

Conditians, if ony, which w» _Arteriosclerotic heart disease 
Gove rise to immediote 

cavse (0), stoting the under. ( CUETO 


lying couse lost. Generalized arteriosclerosis, 


Part Il. OTHER SIGNIFICANT CONDITIONS SSapete TO DEATH BUT NOT RELATED TO THE Pervencle ISEASE eae. IN PART 1(a)|19. WAS AUTOPSY 


Years 


HRECTOR: After this certificate has been signed by the attending physician ond completely fill 
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$ 
é 
g2 
Eo 
ag 3 
-70 
ee 
5° é 
29 =| C.B.S.assoc,with circ,dist.,with cerebral arteriosclerosis ,wi i Nib oo 
28 3 psycho + on yes(] nol] 
Bs & [200. ACCIDENT WAS UNDERLYING (]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | or Port Il of item 1B.) 
ae & ]OR CONTRIBUTING L) CAUSE OF DEATH 
£5 © |{1F EITHER, NOTIFY MEDICAL EXAMINER) 
65 § |70c. TIME OF INJURY Month, Dey, Yeor | 20d. INJURY OCCURRED [20e PLACE OF INJURY (Home, farm, 120f, [City er town) (Cavniy) (State) 
6.2386 co Hour a.m. While Not while factory, street, office bldg., etc.) | 
SEE g p.m. Wot wark [] ot work [] ' 
Gaal 
H Sg 21.1 certify that | attended the deceased from.____* J une 23, _ 19956, to August 19, ., 197_..that | last saw the deceased 
ba 
eg eS alive on_ August 12 1 lel and thgt death occurred at 9215A _M, from the causes and an the date stated abave. 
fgg DATE SIGNED 
260. ACTUAL 
z 33 SIGNATURE. M.D. 8 8/19/57. 
é 
¥y 5 PHYSICIAN'S. 
© NAME ae ee peat ete Sykesville, Marylin... 2-2 cn-ceeeten Sac. 
8 P ys > =i NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, town. or county) hs 
To OYA TAL 
pegs RAL ig—-2 AWA M226 EASTERN Bly/D,, Mp. 
i RES 2o. : aA 
“a aia: (Aap 
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MARYLAND STATE DEPARTMENT OF HEALTH—-BALTIMORE, 18 0 8 4 ( 
08400 CERTIFICATE OF DEATH ae, 


1 basil . 2. va cy ae (Where deceased lived. §f institution: Residence before odmistian) 
os. 3. 2 b. COUNTY 
Conutly manrtan Nir hoary 


b. CITY OR TOWN {If outside corporote limi! i] ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest town)’ / w) Ap i 7 
Bs mb AYdayo ablitttr BY Ol-4 
-OR 


o PeeTAD (IF no! in hospital, give street oddress) d. STREET ADDRES: @. 1S RESIDENCE 


INSTITU ON A FARM? 
Uy Ll Ze HY Ve | BARA Ravtsayrrd A ves) No fg 
3. NAME OF Firnt P Lost 4. DATE Month Dey —Yeor 
DECEASED oF 
{Type or print) Vin Qe L Agi Ke Beaty Oy GZ- f/f 
5. SEX wl 6. COLOR OR RACEA7. MARRIED [] NEVER MARRIED [3X | 8. DATE OF BIRTH 9. AGE (In yecpy/ IF UNDER I VEARIIF UNDER 24 HRS. 


Wh fe wipoweo [J pivorcep [] Hi-fJ- / 8 § 3 vA ger ieee Fe os 


Oa. USUAL OCCUPATION (Give kind of work dane] 0b. KIND pe BUSINESS OR INDUSTRY] 11, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


WH) rT ra grey Pe d) /, Lpcpof Y GAS 


3. ee 'S NAME Ma, Ou, MAIB iby MOLALLA 
Fhask |. whe 
o|* WAS we iene $: sarod ia 16. SOCIAL SECURITY NO. }17. Lt, * 
(Yer, no, of unknown) yen, give wor or ; Pa 
! Ly - Jb $y 110d for vod bbitrdo 


18. CAUSE OF DEATH [Enter only ane cause Nine for (a), (b), ond to. J INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: 4 4 “ vier), J rt | ly hy Ay annthrve Va k 


IMMEDIATE CAUSE (0) 
Uh eX DUE TO 

Conditions, if ony, which 

gove rise to immediote 

couse (a), stoting the under { OVE TO 

tying cause lost, © 


Pant It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. Tear ae 


C:B.$.020 wrth avin, Lrawibeathat teats Oy hihi Abhefeitg. ves PY NOD 


20a. ACCIDENT WAS_UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter Koturef injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home. form, | 208. (City or town) (County) (Stote) 
Hour a. n. While. Not while foctory, street, office bldg... etc. u f 
p.m. 9 lat work [J ot work [ 


ak | certify that | attended the deceased from_ 0,19.57, to, ¢ —LEN9.. 327,,that | last saw the deceased 


passe, Viens uh, Gnd that death occurred oe ‘em the causes and on the date stated oe 


- Se "Gree rt 
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the funerol director. 
should be filed 
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Then please remove carbon papers. 


RECTOR: After this certificate has been signed by the ottending physician ond completely filled 
MEDICAL CERTIFICATION 


be detoched for use os the buriol-tronsit permit. 


d by the hospital or attending physicion. 
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the registror prior to burial, cremotion, or removol, ond in ony event within 72 hours ofter death. 
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. MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
0849] CERTIFICATE OF DEATH 0540 


Reg. Dist. No. 


cant 


sz 
25 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceated lived. If innitution: Revidence before odmiston) 
g °. °. b. COUNTY 
38 Carroll MARYLAND Maryland Carroll 
Be /] ». CITY OR TOWN (ff outside corporote liminn, write [c. LENGTH OF STAY IN Ib || _ c. CITY OR TOWN (If outiide corporote limits, write RURAL ond give neorei! town) 
oo _ RURAL ond give oy town) a H 
$2 esville 2mos. 17 days| x2 ampstead 
ra 4. WAME OF HOSPITAL (I nat in hoxpitol give street eddren) d. STREET ADDRESS = BE RESIDENCE 
£5 Q i 
/S5|_Springf¥eld state Hospital de® ve ENO 
‘ 

x 3. NAME OF Fint Middle Lost 4. Date Month Dey Year 

3 (Type or print) Carrie Mae MEYERS DEATH August 16 ’ 9 7 

S 5. SEX 6. COLOR OR RACE | 7. MARRIED PY NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE (In years fF UNDER 1 YEAR IF UNDER 24 HRS. 

= Ay owen) Min. 

Female White winowep [J pivorceo [] pril 10, 1881 yn. 
"Oa. USUAL OCCUPATION (Give Kind of work done 0b. KIND, OF BUSINESS OR INDUSTRY 11. BIRTHPLACE (Slote or foreign country] 12, CITIZEN OF WHAT COUNTRY? 
e most of working life, even if reti . 
sewite FALL Unimown UsSeks 
I 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Jon- LOVE Nancy Long 


ap asinECeRaeo GE Sen ae eset 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
Wo" 3S Uf stte = Springfield Hospital Records 


Then please remove corbon popers. 


jor to burial, cremotion, or removal, ond in any event within 72 hours ofter death. 


16. CAUSE OF DEATH [Enter only one couse per line for {a}, (b), ond ©.) GHEE ake pear 
PART | DEATH Maou cause o.___ Arterdosclerotic heart disease Years 
ns ° DUE TO 


te hos been signed by the ottending physicion ond completely filled 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours ofter death: Poge 4 


s Conditions, if ony, which w__ Generalized arterLosclerosis Years 
& gove rise to immediote 
g couse (a), stoting the under. ¢ OVE TO 
§ = lying couse lost. © 
28s é Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}]19. Was AUTOPSY 
A te a <|C.B.S.assoc,with cerebral artericsclerosis, with psychotic reaction. te 
aoe Pe] > fs] NOX) 
Lar = |20c. ACCIDENT WAS UNDERLYING C]__[20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port Vor Port Nl of tiem 1B) 
es & JOR CONTRIBUTING [J CAUSE OF DEATH 
eo2 & (IF EITHER, NOTIFY MEDICAL EXAMINER) 
2s ~ 
os & ]20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home. farm, 1 20f. (City or town) (County) (Stote) 
5.28 a Hour 0. pr. While Not while factory, street, office bldg., etc.) i 
32 ¥ ote 19 Jot work [] ot work [J H 
oe 
eS 
nd 
223 
ea 
£a 0 
es 
£6 
pees 
c .o. 
2 PHYSICIAN'S «= 
xe muacians Walther H, Sonnenfeldt, M.D. 
aS ee eee eee 
22° 2 as FOMOVAL (Specify Zac, NAME OF CEMETERY Off CREMATORY 2d. i, TION (City. town, or county) {Stote) 
>5.& Q ify Z é y 
eo az ftan_a} a ‘4h, LV ATA Aes Pe at Bi a (By, 
e v 


.) [23. FUNERAL DIRECTOR'S SIGNATURE Baa. REC'D BY REGISTRAR | 24D. REGISTRAR’S SIGNATURE 
} 139 SJE AD , oat F-/ f-S/ ? Fire we 
a re 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 () {4 () 
Powe CERTIFICATE OF DEATH Reg. Dist, No. ea 
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3 mM) [\. PLacEOF DEATHS Hors cane DEATH 2. es old dS (Where deceased lived. If institut Residence before admission) 
g °. b. COUNTY, ‘~) 
52 ARR OL MARYLAND Eye OL 
i) 3 b. co Sa (le EL pe limits, write] ¢, LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
oe on jive nearest town) :. +4 
52 WESTMINSTER as yes |fuRAL W/E S N ER 9 
it] ae d. NAME OF HOSPITAL (If not in hospitol, give street oddress} d. STREET ADDRESS e. 1S RESIDENCE } 
= 4 OR INSTITUTION Bes ON A FARM? 
> Pel OS die 2 ve xo 
a pli a n First Middie lost 4, lig Month Doy Yeor 
a re gj ke 
, LER. ALioF Owmesheere Tt [Bs Aye 29" 957 
2 . SEX, 6. COLOR OR RACE | 7. MARRIE! NEVER MARRIED [-] | 8. DATE OF BIRTH ‘AGE (If yeors [IF UNDER 4 YEAR] iF UNDER 24 HRS, 


wows ononeota |MPPCH 7.183 2 | Freel | [te] 


Yoa. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY [11. “ 4 (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
/ ring mant of werking life, even i etre) 
s bess) 
3 TAILS RANE. 14. ig 3 fe NAME . 
5 > 
AVP A). Ouse “F. SHUBY 
8 15, WAS DECEASED EVER INU, 5 ARMED FORCES? [16, SBCIAL SECURTY NO. TZ sd , ‘Address 2 
Pp 4 
§ re TYes. no, vain (IF yes, re wor of dates of service) hi -— (i i, 2 WW/. \ 
You LALD I LIBEBES TLUWSTER 
8 
8 18. Ate DEATH [Enter only one couse pet Tine for (0), (b), 0 Hel INTERVAL BpTWEEN 
a “PART 1, DEATH WAS CAUSED BY: ©, i) {/ p YJ yy, : me ‘ 
€ IMMEDIATE CAUSE (o! LACLA 4 a) ht tr fe AO 
2 
é 


33 Ox DUE TO WH : CZ. * CEo.t 
Conditions, if ony, which « 4 4 B-z - 


gave rise to immediote 


cotse (0), stoting the under ( DUE TO [A f) ih 4) 
lying couse lost. (9). OL re eg or LO ee Oe Ee Zz LO 
Patt. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1a)|19. @VAS_ AUTOPSY 
yes] nol] 
200. ACCIDENT WAS UNDERLYING | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I of item 18.) 
‘OR CONTRIBUTING C1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, farm, | 20F. (City or lown) (County) (tote) 
Hour 0. m. While No! miler foclty, sheet, office dg. et) | 
p.m. jot work [-] of work 


21. t certify that | attended the decea: “om S$ Z0.. WA a 1 Zaihot | last saw the deceased 
alive an. €44°-9 ---, 19 7) yi death occurred a) ¢ay . fram the causes and an the date stated abave. 
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U1 seuine LZ oe Fact LptA pe s PA 
Lerma 


ray 


, cremation, ar remaval, and in ony event within 72 hours ofter Seath. 
MEDICAL CERTIFICATION 


RECTOR: After this certificate has been signed by the attending physician and completely filled 


be detached for use as the burial-transit permit. 


prior to burial 


PHYSICIAN'S 
I a i, ce ee A | OO 


Gaiby 720. BURIAL CREMATION, | 22. pet REOF Tie. MAME OF CEMETERY OR Cro Td. LOCATION ( iS town, or county) Bey 

gt t> ay, (Specify} ry ‘p 

ge iS 7. LG. Jb1F SP MET: A s 
58 i LAE | RM M/s id ta Vibe, Lpdane Aig CGROE ¥ Z » a ZZ 


» 


may be retained by the hospital ar attending physician. 


TO FUNER. 


=< TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death. Page 4 
Pd 
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es 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 § 4 0 = 
C8492 CERTIFICATE OF DEATH RB rs 


sé 
3 = Sn PLAGE OF DEATH 2. USUAL RESIDENCE {Where deceoted lived. If institution: Residence before odmission) 
fy po | oy o b. COUNTY 

32 mM ) Carroll PARTLANG Maryland 

Be Jf b. CITY OR TOWN (IF outside corporote limits, write | c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 

5a RURAL ond give nearest town) 

22 Henryton 2,468 days Baltimore / es 

22 ‘d. NAME OF HOSPITAL (IF not in hospital. give street oddress) d, STREET ADDRESS e. 1S RESIDENCE 
=“ = OR INSTITUTION ON A FARM? 


Henryton State Hospital 634 Cheraton Road yes] No 


3. Weeen 20. First Middle tost 4. one Month Day Year 
Qi] Helen Louise Richardson Vice 8 19 


6 
: 5. SEX 6. COLOR OR RACE |7. MARRIEDK] NEVER MARRIED [] | 8. DATE OF BIRTH SAGE (Inigo HEURES 2HUNDEs ee 
diets tt Min, 
Female Negro wipowed [Fj Divorced ] 7-20-1917 O om 


10a. USUAL OCCUPATION ind of work done|10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
| during most of working lile, even if retired) 


Stock Maid Hutzler Brose Baltimore, Maryland USA? 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Harrison Evans Clara Copper 
E ere ne 
(Yes. 90. oF unknown) [IF yen, give wor or dates of service) 
Ay 0 2~28=1418| Helen Louise Richardson - Patient 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (}-] 


PART i. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o)_COr pulmonale 


DUE TO 


after death, 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remave corbon papers. 


Conditions, if ony, which (6) 
gove rise to immediote 
cotte (0), stoting the under. { OVE TO 


lying couse lost. ¢) 
Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Io) |19. was sue 


FORMED? 
yes] nol 
20a, ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port 1! of item 18.) 
OR CONTRIBUTING E) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
‘Waraiie alc oa 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 1 20f. (City or town) (County) (State) 
Hour o.m. While Not while foctory, street, office bldg., etc.) f 
pom. 19 Jot work [J ot work [J ' 


8-59-57. 19__._.,thot | last saw the deceosed 
-M, from the couses and on the dote stated above. 


ransit permit. 


the registrar priar to burial, cremation, or remaval, and in any event within 
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be detached far use os the burial 


ADDRESS (Street, city or town, stote) DATE SIGNED 
; mo, Henryton, Maryland 8557 


Name (tyes) Te Fe Vestal, M.D., Supte _Henryton State Hospital, Henryton, Md. _ 


may be regained by the hospital ar attending physician. 


‘© HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death. Page 4 
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Bo = : 
8 jo. BURIAL, CREMATION, | 22. DATE THEREOF 2g, NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) Store| 
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° 8 j HAA Lk, d dtd stad 2 Ht ttt Z = o! 
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VS.A\ vate B=6= AMA. 


A 


“Ol £4 ony 


DY, 95 
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08493 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 084¢ OF 7. 76) 
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3. NAME OF Fit Middle 4. DATE Menth Day 


feeew, OPP RLES RIDGELY \r\ Bn SS EE 


5. ay) 6. COLOR OR RACE {7- MARRIED ("] NEVER MARRIED DQ 8. DATE OF BIRTH get a IFUNDER IYEAR} IF UNDER 24 HRS. 
Lgl, [bh | 29 von|™ [n| 
wow] ovorceo | feed Z bis Pm. 


ge UsusE OCCUPATION {Give kind of work dane} 10b. KIND OF fae, INDUSJRY | 11. BIRTHPLACE (State or fareign country) 12. CITIZEN OF WHAT COUNTRY? 


Bo of searkicg WS. ota tt cette 

: V4. Mt S hide. tt SY 
aye tee ale 
16/SOTIAL SECURITY NO. | 17. INFO Address 

jee Lt kaliply De WP / ee EL § 7 bed 


J CAUSE OF DEATH [Enter only one cause per line for (0), (b). ond (€)-] INTERVAL BETWEEN 


ONSET AND DEATH 
i ED 8 A 
ra eA Ey RAG 14 (x 


Hy 3 os§ Reg. Dist. No. 
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23 2 1, PLAGE OF DEATH 5 2. USUAL RESIDENCE (Where deceased fived Fitton: Rxidence before adminion 
g2 & é Y Ke & 0. STATE ; b. COUNTY Jy 

ee ae GP ( Ooh MARYLAND Vi y tc a 

2s. 2 é 5 LENGTH OF STAY IN Jb ||” «. CITZOR TOWN (lf ounide corporate limin, wri RURAL and give nearent town) 

So 5 yr, : 

ie4 5 Marthe | Artes hood bre x! 

3 6 a d. NAME OF HOSPITAL OR INSTITUTION (If nat in hospital, give street address) d. STR ADDRESS @. 15 RESIDENCE 
2 Ygnt G0 “7 2 f ‘ON A FARM? 
= . (Lpésttr) ves &f No C] 
3 

> 

3 

o 


~~ 


jive Pages 1, 2, and 3 ta the funeral 


1d 2 with the registrel 


Page 5 may be retained far yaur fj 


File pages 1 


hk DUE TO 
Conditions, i any, which rs 
gave rise to immediate cause 
{0}, stoting the underlying( OVETO 
couse tosi. i eT) (e 
rs PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ko) WAS AUTOPSY 
) 5 yes(] nog 
& |200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nalure af injury in Part 1 or Part Il of item 18.) 
& [PRIMARY CJ or CONTRIBUTING I 
& | CAUSE OF DEATH. 
a ——— 
3% | 20c. TIME OF INJURY Month, Day, Year 20d. INJURY OCCURRED |20c. PLACE OF INIURY (Hame, farm, 1 20f. (City or tawn) (County} (State) 
i] Hour 9. m. While Not while foctary, strest, office bldg. etc.) } 
= p.m. 9 ‘at work [7] at work ‘ 


21. I certify that | took charge of the remains described above, held an Autopsy [S¢_ Inspection D2. Inquiry [7], and find that 
ia Accident LO. Suicide Homicide [], Undetermined cause [7]. 


DATE SIGNED 


9 the Chief Medical Examiner's Office alang with farm PM3. 


DIRECTOR: Page 3 shauld be used os a burial-transit permit. 


Mp CHIEF MEDICAL EXAMINER (] 


wanes PALL F_GUERIA ae &- 25-8? 


© 


hegsst 
ar remaval. 


TO DEPUTY MEDICAL EXAMINER: This certificate shauld be executed within 24 haurs after death. 


=o2 
22> 220. BURIAL, CREMATION, | 22b. DATE THEREOF ac. NAME Of CEMEVERY OR CilaabaPORY id. LOCATION ve town or B {Stet 
B86 ey | F- 27-57 zd. 
(sd Z Z 
23. F LPIECTOR'S SIGNATY ODRES 5 ‘2éo. REC'D BY REGISTRAR | 24b: Ee Es NATURE 
VS, ATSME(5) ; oye hol Wy ‘fp Z 
5M 9/55 LO el As ©; typecova Vig BATES “2b- S74 ALAM _f ane A 


Vert . a a SR ap ; 


$A nvauna 


- af 
D3 ans0du ’ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
’ 08494 CERTIFICATE OF DEATH 


08407 


iY 


‘Zo. BURIAL, CREBAION: 7. OATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY 22d, LOCATION (City, town, or county) (Stote) 
speci 
Beyer ai 8/15/57 ROCK CREEK CEMETERY WASHINGTON, D.C 
23, FUNERAL Gea < 254 4 ADDRESS Z C4342 Pho. REC'D BY REGISTRAR Wa REGISTRARS ee rele 
15 7A %, A OF jeri 
Yass Zig Py, pe CL Ze af_| OATE 8-18. 


fr 


page 3 


4 es Reg. Dist. No. 
% Es = \. PLACE OF DEATH 2 USUAL RESIDENCE (Where deceoted lived. If inttution: Residence before edition) 
o ¢ °. °. b. COUNTY 
i 2 Carroll pi Maryland Montgomery 
ae 3 b. CITY OR TOWN [IF outside corporote limits, write | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN {If outside corporate limits, write RURAL ond give nearest town) es 
g os RURAL ond on res! fawn) 
3 §2 esville limos, 3days Silver Spring _ F 
ae He d. NAME OF HOSPITAL [If net in hespitel. give street oddress} d, STREET ADDRESS: IS RESIDENCE 
.» 23 / ad ‘OR INSTITUTION a ON A FAR pee 
via > Springfield State Hospital ‘721 Dale Drive ves] No§ 
2 . © 3. NAME OF, First Middle lost 4. DATE Month 7 Year 
De 
& 2; (Type or print) Nella Ann Shackleton ROBINSON bam August 2 _5T 
£ > 5. SEX 6. COLOR OR RACE | 7. MARRIED [1] NEVER MARRIED ia} 8. DATE OF BIRTH %: ene Tobe ma Tron Pets 
Bi 2 . font 
Az Sy 4 Female White wioowen gy] —_oivorcen] | June 27, 1885 yn. ee ee 
3 € ae | foo. USUAL OCCUPATION (Give kind of work done! 10b. KIND oF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign i? 12, CITIZEN OF WHAT COUNTRY? 
zg 88 $ foe om ‘of working life, even if retired} 
f aed e Indiana U.S.A. 
3 5 2 3 19. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
¢ = 
ec Ben Shackleton Anna Allen 
= & 88 \. WAS ee, IN U.S. ARMED Le %, 78-03-33: oa 17, INFORMANT Address 
fe a Won omarion dt otc 
& ofp No > 3-333 Springfield Hospital Records 
2 £2 
e ess 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond ().] INTERVAL BETWEEN 
7. 5 ay PART I, DEATH WAS CAUSED BY: B ont ne 
£ O&e IMMEDIATE CAUSE (0). Vays 
5 fee t DUE TO 
> 
£ f2> Conditions, if ony, which w_Arteriosclerotic heart disea x 
os Bes gove rite to immediote| ey 
=) See ry }, stoting the under- 
eee es isina Pde ors ia Generalized arteriosclerosis Years 
2S es, ped BEL 
zy bes z Past Ul, OTHER Ta y CONDITIONS CONTRIBUTING JO DEATH ae noe RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}]19, WAS AUTOPSY 
ShnFg =|C.B.S.assoc.with circ, igt. pwith cereb ral arteriosclerosis,with BEOR EE 
gage8 3 psycno on 4 e wo NO Bl 
rooee © 200. ACCIDENT WAS, UNDERLYING C]__ | 20b. DESCRIBE HOW INJURY OCCURRED. tener noture of injury in Port | or Port Il of item 18) 
eee & | OR CONTRIBUTING C] CAUSE OF DEATH 
Zetec 0 U [MIF EITHER, NOTIFY MEDICAL EXAMINER) 
S$ : a 
Soges S [20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Siote) 
S5rg 3 6 Hour o. m. While Not while foctory. street, office bldg., etc.) ! 
zai ls = p.m. 19 fot work [] of work i 
Qos * 21. | certify that | attended the eer from SCPte 10, ___, 1996, to August 13,_.. 19.57. that | last saw the deceased 
52222 August 1 11 
Zee $ fs alive on_ AUZUSE 135 112 Bu, and ay iy occurred at, tt! 25.AM, fram the causes and an the date stated above. 
Powe ADDRESS (Street, city or town, stole) DATE SIGNEO 
Zags? ACTUAL le te yy Ad Wl 
eye £5 SIGNATURE. KATY __Springfield State Hospital _| 8/13/57 _ 
eg2a 
25 PHYSICIAN'S 
5 eR: NAME (Type) Walther H, Sonnenfeldt, M.D, Sykesville, Maryland... 
3423° 
= PP es 
° 3 


may 
TO FUNE 


~< TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the deoth certificate be executed within 24 hours after death. Page 4 


9) 8495 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 08408 
,  4.,CERTIFICATE OF DEATH Reg. Dist, No. 2 


ed 


ae ae a 


4 Oo: 

ct = 
3 ‘; 483 pd bs DEATH 2. USUAL RESIDENCE (Where deceoted lived. If institutian: Residence before admission) 
o a. Nu ? a. iE b. COUNTY 
=2 CARROLL ss Ma CARS DEL 
Be b. CITY OR TOWN (If autside corporate limits, write ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate timits, write RURAL and give nearest town) 
s 2 RURAL ond give nearest lown) eZ * 
5a ye Tip SPIES KOC UR A AMEN TOOLYS. 
2 i d. RARE Ce ray {If nat in haspital, give street aBdress) “ , @. STREET ADDRESS e. Ey ans 
> Lae 5 MA RCAF WOE JE: ALU E| 150 Nom 
: 3. NAME OF First Middle lost 4. DATE Manth Day Yeor 

_ DECEASED OF 

3 (Type or print) Vai aL, TP FF OSE YEAR DEATH 4eY¥ a. 0 190 

> 

o 

& 


} 6. COLOR QR RACE | 7. MARRIED: NEVER MARRIED o 8. DATE OF BIRTH 9. AGE (in yeors |IF UNDER 1 YEAR) !F UNDER 24 HRS. 
2 y = “ey last birthday) Min. 
Liyy ly | Lyle woowoly ~ _worceota ac, 287 APO 24 Ses 


| USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign cauntry) 12, CITIZEN OF WHAT COUNTRY? 


during it af working life, even if retired) 
Es DRUG STOR YO /LLAPLEL F409 J Pe Oe 


14, MOTHER'S MAIDEN NAME fe 


OEP NEL C/E FEb ALE. (far) 


2? 
LZ A f=? Le 
eo Was one ASEDEVER IN W. S. ee pokes 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
i fat, no, oF unknown) (IF yes, give wor or dates of service) 
) é a2 7 A P, YA ap 
2/2 8 92 36h MEU L,4 12 2 hi TAUN SLE 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), and (c)-} INTERVAL BETWEEN 


$ ONSET AND DEATH "i 
PART 1. DEATH WAS CAUSED BY: pf pus ly PD) e 
: IMMEDIATE CAUSE (0)_b-- ft I"CLA44 977: verte ~ 
DUE TO 


Conditions, if ony, which a dy pe G yuan 


gave rise to immediote 


Then please remove carban popers. 


cate (0), staling the under- ( OVE TO 
lying cause lost. (c) 
Past Il, OTHER SIGNIFICANT CONPITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a}]19. WAS AUTOFSY 
p * bs 
ae aA ChtAtdatim yes] No fg’ 


200. ACCIDENT WAS UNDERLYING C1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part fl of item 1B.) 
OR CONTRIBUTING (J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEOICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (State) 
Hour a.m, While Not while foctoty, street, office bidg., etc.) | 
p.m. 19 Jat work [7] ot worky [] 1 


21. 1 certify that | attended the ee frameset 1 Bb, to. Mu a22.., 19.) Lthat | last saw the deceased 
- Z 
DG 12s2_. Gnd that death accurred at__. HAM] tram the causes and an the date stated abave. 


Stated = — + 
, 5 ] ADDRESS (Street, city or town, state) 


MEDICAL CERTIFICATION, 


be detoched for use os the buriol-transit permit. 
priar to burial, cremotion, or removal, and in ony event within 72 hours ofter death. 


— = 
'S ; ay , 

aS meme /ames ¢ Maese . _ Ae 

bay 22a. BURIAL, GREMALOM, | 2b. DATE THEREOF Zac, NAME OF CEMETERY OR-CREMATORY 72d, LOCATION (City, town, or county} (Stote) 

Bs yas ey é p FINK SEO 

gf Ui-/AL_|: SD EVERGREEN MEPIOL LAL. 4 a 
T3..EUNERAL DIRECTOR'S SIGNATURE . i 240, REC'D BY REGISTRAR ‘Dab, REGISTRAR'S SIGNATURE f ) on. 

5 (4) 9) C. F2 fs ey AW gs 

is x7. DATE 7. LCtU Vlg 


ly the funeral directar, 
2 should be filed with 
za 


r 


Pages 1 


RECTOR: After this certificate has been signed by the attending physicion and completely filled 
be detached for use as the buriol-transit permit. Then please remove carbon papers. 


prior ta burial, crematian, or removal, and in any event within 72 haurs off, 


ff 
isfror 


moy be retained by the hospital or attending physician. 
the regi 


TO FUNE 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificote be executed within 24 hours after death: Page 4 
page 3 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 O84 0 a 
08496 CERTIFICATE OF DEATH 


Reg. Dist. No. 
Ww ares 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
°. o b. COUNTY 
Carroll ARCA Maryland Balto.City 
b. CITY OR TOWN (if outside corporote limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If ouide corporote limits, write RURAL ond give neorest fown) 
RURAL ond ger regres! noes \ 
esvi lmil7 qd Baltimore f= 3k 
d. NAME ey — . nol in hospital, give street oddress) d. STREET ADDRESS . IS RESIDENCE 
ba Sd ITUTIO! Me ON A FARM? 
Tingfield State Hospital 1726 N. Collinzton Ave, ves] Nog] 
3. NAME OF First Middle lost 4. DATE Month Day Yeor 
(Type or print) Mamie Angela Haug SCHMIDT DEATH August 10 19 57 
5. SEX 6. COLOR OR RACE 7. maRRieD [-) NEVER MARRIED [1] | ® DATE OF BIRTH %. Kee (In year IF UNDER 1 YEAR IF UNDER 24 HRS. 
joy! Month; He 
Female White wioowenk} —_oovorceof) | June 13, 1870 ; paar jours | Min. 
100. USUAL OCCUPATION [Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
eerie most of et $2 life, even if retired) 
ousew: Fe Maryland U.S.A. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Henry Haug Mary Kelly 
(3 WAS veo! aa U.S. ary eo 16. $O% Wan No. |17. INFORMANT Address 
fos. 90, oF unknown} {IF yer, give wor or dates of service) - 
° Springfield Hospital Records 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-] 
PART |. DEATH MeciAtee case jo. ALveriosclerotic heart disease 


INTERVAL BETWEEN. 
ONSET AND DEATH 


years 
bf. b XQ. O DUE TO 
Conditions, it ony, which Generalized arteriosclerosis 
immediote 
the under. {DUE TO 
lying couse lost. el 


Zz aaz,ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH BUT NOT RELATED TO THE TERMINAL DISEASE TION Se ger Wel 19, WAS AUTORSY 
So! o.Bt »agsoc.wieh ats vor metasottsm, erowth or nutrition with 96 RFORMED? 

5 hotic reaction, eo NO (3 
= [200. ACCIDENT WAS UNDERLYING ah 0b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 

& ] OR CONTRIBUTING [) CAUSE OF DEATH 

& | WE EITHER, NOTIFY MEDICAL EXAMINER) 

& ]20c. TIME OF INJURY Month, Doy, Year ]70d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town} (County) (Store) 
ray Hour oo. m. While Nol while foctory, street, office bidg., etc.) ! 

= p.m. 19 ot work [J] ot work] { 


PHYSICIAN'S 
NAME (Type)_Eo 


lo. Rove 2b. DATE THEREOF “had OF CEMETERY OR EMATORY. 72d, LOCATION, ope e town, or i | Ps 
‘i Bere 
Pontee VAL VAL ‘mone ( emetenr altimone, cay LS 


23. ERAL DIRE! S$ SIGNATURE RESS 240. REC'D BY VE 2) ee RAR’S SIGNATURE 
0s Aetford IY, fe eeteg weld 
Lt. fuck 3 t RAB) se SS, Call 


the funeral director, 
should be filed with 


Pi 


Poges 1 


Then please remove carbon papers. 


|, crematian, or remaval, and in any event within 72 hours after death. 


is certificate has been signed by the attending physician and campletely filled 


£ 
a 
z 
2 
3 
A 
2B 
° 
<= 
ty 
8g 
3 
RJ 
73 
2 
aE 
8 
o 
7. 
© 
2 


fe 

s 
= 
< 
° 
& 
roy 
a 


riar ta buriol, 


ted 


may be retained by the hospital ar attending physician. 
page 3s 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours ofter death: Page 4 
the reglst: 


TO FUNER. 


a 
J 5. SEX 6. COLOR OR RACE | 7. MARRIED JX NEVER RRIED Oo 8. DATE OF BIRTH “a Reclitay “fi 
D in 
Fema Ww Ate |wwowe ovorceot) | Deceune hey 20/38 i ee eee RAE 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18  US4 10) 
0840" CERTIFICATE OF DEATH neg. tin. t0o 29-3 


1 ee TH + Leesa Mega (Where deceasgd lived. If institution: Residence before admission) 
oe. a. b. COUNTY 
arro eer ary lan Arro 
b. CITY OR TOWN (If outside carporate limits, write | ¢, LENGTH OF STAY IN Ib. c. CITY OR TOWN {If outside carporote limits, write RURAL and give nearest town) 
RURAL pnd give nearest Jown) yy n° 
Yost kt Pa cy? evust Air 
d. NAME OF HOSPITAL (If not in hospitat’ give street address} d. STREET ADDRESS e. 15 RESIDENCE 
OR INSTITUTION } , Re £ NA FARM? 
Home / P1Aaru , ves ONO DY 
3. NAME OF First Middle Lost 4, DATE Month Day Yeor 


DECEASED 


Rype o rn Emma_m Sin tth Bam Aug S 19S 


10a. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign cauntry) 12, CITIZEN OF WHAT COUNTRY? 
doting most af warking life gyen if retired) 
tinu § Ww) bome P42 vy land s 
13. FATHER'S NAME 14, MOTHER'S MAIDEN, ie 
Matthew Muvya Susan Molesworth 
Ye WAS. seat ~— U.S. rakiabaclld Se 4 16. SOCIAUSECURITY NO. | 17. INFORMANT £ 2 Address 
fat, n0, OF upknown) Ct yes, give wor oF service) ‘ 
We Move John D, Smith Mt Airy Med 
INTERVAL BETWEEN. 


18. CAUSE OF DEATH [Enter anly one couse per line for (0), (b), and (¢)-) 
a 


ONSET AND QEATH 
PART I. WAS CAUSED BY: 
RT DEATH POLAT Cause eo a nom S£ OM Ac Move vw 

151% DUE TO G mou 4. 

91K 
Conditions, if any, which 4 
gove rise ta immediote © 
toting the under. ( DUE TO 
iS 


5 Par Il OTHER SIGNIFICANT CONDITIONS CONTRIEUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1f)]19. WAS AUTOPSY 
3 ves ENO SR 
© | 200. ACCIDENT WAS UNDERLYING D)__] 200. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part Lar Port Il of item 18.) 
& [OR CONTRIBUTING [) CAUSE OF DEATH 
& |F eFTHER, NOTIFY MEDICAL EXAMINER) 
& ]20e. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED | 206. PLACE OF INJURY (Home, form, | 20f. {City or town) (County) {Stote) 
a Hour. 1 i ‘ foctory, street, office bldg., etc.) | 
6 an, While __ Nat while H 
= p.m. 19 fat wark (J at work [J t 
21. | certify that | attended the deceased from OCLO 2A _., 19.505, | 73 AUeust-_, 1957. thot I last sow the deceased 
alive on AYOusST 7 Tooele and that death occurred ot f/f PM, from the causes and on the date stated above. 


ADDRESS (Street, cityer town, stote) DATE SIGNED 


sittin LEAS Lecbistll on met BEY sue Glau 
memes ow TB, Cle Mary lan 


No. FNAL Genet ‘Wb. DATE THEREOF Wc, NAME OF CEMETERY OR CREMATORY. 22d. LOCATION {City, town, ar county) (Stote) 
MOV: pecit 
ura Aug 954 Howard Chane ong Corne Md 
23. Ce ; be Ma 2ée. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE F 
s , > =f a LS 7 3 £ 
: f z. amascus , mS Si : vi 


YY 


eee {7 


BA nviuns 


area! os 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 § 4 1 1 
08498 CERTIFICATE OF DEATH cog 


sas 

3 i Vs EEAEE ra DEATH L 3 Cd aes tad (Where deceased lived. If institution: Residence before odmission) 

% } °. °. b. COUNTY 

3X / Carroll pisehlend” Maryland 

tee TF b. CITY OR TOWN (IF outside corporote limits, write | ¢. LENGTH OF STAY IN Ib €. CITY OR TOWN (If outside corporote limits, wrile RURAL ond give nearest town) V 
538 RURAL ond give neorest town) i 

2 Sykesville 1) days Baltimore City, zone 1h 9 Vo / 

‘s. & a d. NAME OF HOSPITAL (If not in hospitol. give street oddress) d. STREET ADDRESS . IS RESIDENCE 
= / Pn OR INSTITUTION: 4 ON A FARM? 
> Springfield State Hospital 5509 Richard Avenue ves (] Nox 
= 0; egies First Middle lot 4. aia Month Boy Yeor 

(Type or print Bertha Elizabeth Stonesifer DEATH August 22 4957 


a i eanicl ver) an GE TE ECT: 9. AGE (In yeors [IF UNDER 1 YEAR|IF UNDER 24 HRS. 
br ee Months] Days Min. 
F W wiooweo tT] _ovorceo] Beptember 2, 1889 i 


12. CITIZEN OF WHAT COUNTRY? 


~ 
& 
2 
€ 
& 
a 
3 
3 
= 
ie] 
2 
= Bc 

= 3 
€ 
= x 
% ge 
ge 
> gH, 
2 e && Yoo. USUAL OCCUPATION (Give kind of work on 10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (Stole or foreign country) 
3 4 ein working life, even if retin 
ee 2 J “Clerk” wae Dept. Store Maryland USA 
3 6 3g & 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Typ i Benjamin Stonesifer Mary C. Bricker 
pe 3 8 3 La WAS Deen Seo Every US: Poti Lie oy "by 1A Shiai 17. INFORMANT Address 
= 4 (a3, ne, oF unknown} UF yer, give war or dates of servic ra 4, 
8 ofs O No ae eos Springfield Hospital records 
S USE 18. CAUSE OF DEATH [Enter only one coure per line far (a), (b). ond (c)-} INTERVAL BETWEEN 
2 aig PART |. DEATH WAS CAUSED BY: tea il edeslest 
APE Re ee TN EATIMMEDIATE CAUSE (o|___C@Yebrospinal arteriosclerosis _years 
3 tee 7) . DUE TO 
2 Be > Conaieanarit. Sey. aihich i Generalized arteriosclerosis years 
3s RES 2 10 immediote 
= 28. DUE TO 
fsck fe) 
eo 
3 ‘3s a . Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TER: AL DISEASE CONDITION GIVEN IN PART 1(0}]19. WAS AUTOPSY 
2 eee olzPhronic brain syndrome associated with convulsive order with psychotic] iO nom 

s vy 
Fotss = [200, ACCIDENT WAS UNDERLYING C]__] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port lor Port Ml of item 18.) 
Zeige 8 [iecinite: NOME MEDICAL EXAMINER) 
gs § 3 |a0c. TIME OF INJURY Month, Dey, Veor | 20d. INJURY OCCURRED | 20c. PLACE OF INIURY (Home, faba {City or town) (County) (Stote) 
= 3. i] ray Hour o. m. Whil Not whil factory, street, office bldg., etc.) ! 
z= : é 3 pom. 192 gilsiaetl [alter wo ‘oO t 
2: 2 21, | certify that | attended the deceased from... August 8 IPT... to. August 22 19.57. thot | lost sow the deceased 
Ear 5 alive on_._.August 22, __19_57___, ond thot deoth occurred ot 202 30P 4, from the covtes ond on the dole stated above. 
fa a ie Pal ; f 4 ADDRESS (Street, city or town, state) DATE SIGNED 
sre2? —/| [Pith SPorivad Lac i. no, Springfield State Hospital 8/23/57 _ 
& 

© ress ‘Edmund Lusthaus, M.D. = Sykesville, Maryland ee 
Bary 
xe ° 
o Fo f= 
= 


220. BURIAL, CREMATION, | 22b. DATE THEREOF Wc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION {City. tawn, of county) [Stote) 
REMOVAL (Specify) 
Ruri a 8/26 ern a alto d 
‘ADDRESS ead. | Kp OTTg Va REGISTBAR'S_SJGNATURE 
; j t 
OY . ato 7hidl DATE oO Sarre We Sey 
VA ni 


V5 AIS (4) .! 
15M 9/55 by 


3 ‘A Nvaung 


£661 on 


Oana! 


A 


08499 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 084. 4 


¥ ’ 
& SBT \ : MED CAL EXAMINER’S CERTIFICATE OF DEATH 
peau 4 75. Pie Geox Ofeo/a7 icy Reg. Dist. No. 2 
et? 1, PLAGE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If inslitution: Residence before admission) 
. °. 3 j 
Ea 2 Carroll mamano || ° SE Maryland CONT Carroll 
se 3 Bb. CITY OR TOWN (cui corpora ini, wre RURAL ¢. LENGTH OF STAY IN Tb |]. CITY OR TOWN (If cultide corporote limits, write RURAL ond give nearest town) \/ 
Bie cs ‘nd give nesres tow : 
Fada Cedarhurst Xo Cedarhurst 
rei = <¢. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) @. STREET ADDRESS @. 15 RESIDENCE 
SS 3 5 hie ON A FARM? 
- > yes] no] 
i=} rs = 
1 ete 3, NAME OF i i 
Sos wa Fint Middle lot DATE Month Doy Yeor 
Pe s'p | eine CLARENCE GC. TRUMP SR, cata August 19 ~ a9e5t, 
2 5 ee: k 5. SEX 6. COLOR OR RACE [7- MARRIED []J NEVER MARRIED [_]| 8. DATE OF BIRTH 9 ‘AGE ore IF UNDER TYEAR] IF UNDER 24 HRS. 
“Ente Min. 
ea 4 Whit wipowed 1] pivorceo(] | A 8 
gots e uge4, 1886 Lys. 
go 8s Ta, USUAL OCCUPATION {Give Lind of work done] 10b. KIND OF BUSINESS OR INDUSTRY ]1. BIRTHPLACE (Sate or foreign count) 12. CITIZEN OF WHAT COUNTRY? 
V_ oN | lyri orl life, nif retirs q 
sks? Reprred”tinpioyée Congleoum Nairn Ma. U.S. 
oa yt 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
som 4 
Bone John Wesley Trump Annie Ho 
~ Pea 15. WAS DECEASED EVER IN U, S. ARMED FORCES? [16. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
RE oe / Tas, 094 gF unknown) oy oar dates of secvica) 
este es Wed 216-07-421) Mrs. Annie Teump, Ced 
Ae g ¢ 1B. CAUSE OF DEATH [Enter only one couse por line for (0), (b), ond (c).] INTERVAL BETWEEN 
gets PART J. DEATH WAS CAUSED BY: 
Se Ea . IMMEDIATE CAUSE (0) 
B= 
g2e 2 Fe DUE TO 
gies v4 Conditions, if ony, which fb 
eee gove rise to immediole cause 
Bess (0), stoling the underlying( DUE TO 
HS) Fad s couse lost, e 
o: 8s z PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(}|19. WAS AUTOPSY 
hee te Q "wow aon fal 
S209 img Yes) not 
Das re] 
Se Bie = [200. EXTERNAL CAUSE WAS 206, DESCRIBE HOW INJURY OCCURRED. (Enter nolure of injury in Port § or Port Il of item 1B.) 
saes E | PRIMARY BMI of CONTRIBUTING C1] 
oe eas eo eAUeE ODAC: Fell dow stairs, 
Rg 2 T 
"od 3 & | 20c. TIME OF INJURY — Month, Day, Yeor [20d INJURY OCCURRED |20e. PLACE OF INJURY (Home, form, 1 20f. (City or town) (County) (Stote) 
g25° ras 0) Whit Not while <2 |  foctory, street, office bldg., etc.) | 
ota 3 i o. m. 6 $ ite jot while ! 
225 2| 2315 sex 8/19 1 ot work [J of work Dy Ho darhur: cre Wd 
& - - : sored : - - 
zezé 21, I certify that | tagk charge af the remains described abave, held an Autapsy [Xj], Inspection (_], Inquiry [[}, and find that 
Fad . cm v. . 
re & death res : Naturg! cau | Acqdent Suicide [[], Hamicide [-], Undetermined cause [_]. 
$236 
Regge DATE si 
5 ei ACTUAI TE SIGNED 
4 a =y SIGNAT! .p, CHIEF MEDICAL EXAMINER [] 
Z 2 ASSISTANT MEDICAL EXAMINER 8/ 19/' 37 
S EXAMINER’: 
52 2 AME theno) M DEPUTY MEDICAL EXAMINER [7] 
asip : Mo. BURIAL, CREMATION, |22b. DATE THEREOF ic, NAME OF CEMETERY OR CREMATORY 22d, LOCATION (City, town, or county) (Stote) 
oe Ss cry) " 
2°" Burte1| August,2g57 Finksburg Cem. Finksburg,Carro 0 oMd 
23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Vs. AISME(5) ie pe on Ss i 
mos \\) L:F-Bline & Sons,Reisterstown-Md- oe $s 20-S87 | Mens 1% Salve 


eZ ithirfe 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


08410 CERTIFICATE OF DEATH taxon vel! SAL 3 


2, USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 


a 


1, PLACE OF DEATH 


oa ©. COUNTY STAT b. COUNTY 
pie Carroll warviano || faryland Carroll 
Se b. Gun TOWN {If outside Se a limits, write cc. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
oa L ony nearest town] 3 . 
ix Sykesville 2mths 19 days Westminster / ’ 
ey = a meets HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS e. Pei 
“ ringtield State Hospital 16 Carroll Street ves] NOX 
sg 
—S 3. NAME OF Fiest Middle Lost 4. DATE Month Doy Yeor 
- DECEASED | OF 
i {Type or prin! Mantle Frances Derr Wampler DEATH 8 2h 19 57 
= $. SEX 6. COLOR OR RACE | 7. MARRIED] NEVER MARRIED [7] | 8. DATE OF 8IRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS 
o r oxy birthdoy) [Months] Doy: | Hour in 
; IDOW! a LO= yrs. 
; W wioowed [] pivorce [) 12=10-1890 
& Wo. USUAL OCCUPATION (Gi ind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Slote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
o core ne most of warhing life, even if retired) Moppt- 
é / sewite & Maryland U.S.A. 
13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
‘ Cornelius Derr Mary Metzger 
é 1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
E Goth cetera {iF yt give wbx ari Gates af sarvied] 
£ fa) no §.S.Hospital Records 
8 18. CAUSE OF DEATH [Enter only one couse per line for (0). (b), ond te}.} INTERVAL BETWEEN 
a PART 1, DEATH WAS CAUSED BY: etna DEATH 
; DeaTH was causto et. Septicemia due to Decubitus Ulcers weeks 
£ a) 53.3 DUE TO 
Conditions, if ony, which (by 
to ear ests DUE TO | 
fe) 


4D 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)]19. WAS AUTOPSY 
B,S.agsso yith cerebr.a e h_ psych yes []_ NO 
1e, ACCIDENT WAS UNDERLYING C]__ [20b, DESCRIBE HOW INJURY OCCURRED. Enter nolure ot injots iv Port | ov Port Hof am 8} 
OR CONTRIBUTING 1) CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 
0c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20s. PLACE OF INJURY (Home, form, 120. (Cily or town) (County) (Stole) 
Hour 9. m. While Not while foctory, street, office bldg., etc.) 
p.m. 19 ot work [] ot work [] H 


21. | certify that | attended the deceased from WAL. 19.2. — Je2he ; 1921 that | last saw the deceased 


MEDICAL CERTIFICATION, 


be detached for use os the burial-tronsit permit. 
the registrar prior to burial, crematian, ar remaval, and in any event within 72 hours Ney desth. 


d by the hospital ar attending physician. 
RECTOR: After this certificate has been signed by the ottending physicion ond completely filled 


alive on , and that death accurred at 0 Pau, from the causes and an the date stated abave. 
ADDRESS (Street, city or town, stote) DATE SIGNED 
2 f SATU o. Springfield State Hospital __ 
SS PHYSICIAN'S 


we Sykesville, Md. 


Y DATE THEREOF 22d, LOCATION (City, town, or county) ¢_ (Htote) 
6 D 


Bt 
p 
Ex tht bite ltd Jig 
x@) . Sr GIecTOns SIGNATUR 2do. REF D BY REGISTRAR Zab. REGISTRAR'S $I arate 


TO FUNER 
page 3 


_< TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificate be executed within 24 hours after death, Page 4 


a galls F/-~FA_0_ Fob 


A AVaund 


Dawost | | . 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 § 414 
aycy CERTIFICATE OF DEATH Reg. Dist, No. 


ol 


<= cs a 
8 3? K PLAGE OF DfATH 2, USUAL RESIDENCE (Where deceased lived. If inituiogt Residence before odmission) 
es a 5 a y papi s3 MARYLAND Se bCOUeiy AS 
£ Boe b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Tb c. CITY OR TOWN (If ouside corporote limits, write RURAL ond give nearest town) 
3 53 ORAL ond give nearest town) ae iD j E s x) 
ro HED br " _— ry 
-, Ses) Mad tl fy if fi-< A A Ly =, 
2 2 . d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d, STREET ADDRESS @. IS RESIDENCE 
3 £5 ‘0 OR; HYSTITUTION R D 7 7 | eee ee . 
? “& i> ro. yes CYNO 
5 
3 
. 3. NAME OF First Middl 4. DATE ¥ 
2 NAME OF irs idle tow DA Month Doy eor 
é (Type or print) ILT Op WA > DEATH UG vi 19 Lg ye 


Poges 1 


5. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED Ba] 8. DATE OF BIRTH 9. AGE (ln year if UNDER 1 YEAR] IF UNDER 24 HRS. 
Min. 
U wioowep (] DivorceD [] & 1B Lae. pet. | “ 


1a. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during most of working life, even if retired) 
is SASSY Ae eae 
L S-A. 


!| fp ASP lv) & ie 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Tp WapysA re WA ANMIET pit Ge 
S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFO! tMAl Address 
A] Yes, 09, oF wnknowny {it yes, give wor or dotes of service) - ~ , \ 
} QO NJ f= A O7¢ ‘ TARLTP 


18. CAUSE OF DEATH [Enter only one cause per ling for (0). (b), ond (c)-) a 


INTERVAL BETWEEN 
PART I, DEATH WAS CAUSED BY: ONSEF AND DEATH 
IMMEDIATE CAUSE (o} 
/ 


f f UE TO 


d ‘ 7 
Condilions, if ony, which Arherttie. Cerio V hereto 
Qove rise 10 immediate 


Then pleose remove carbon papers. 


3 

g cote (0), stoting the under: ( DUE TO 

= lying cause lost. te 

8 tag Samper SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Yo) | 19. WAS AUTOPSY 


PERFORMED?, 

ah tatched p20 gC eg ves] NOL 
20a. ACCIDENT WAS UNDERLYING C7 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Post II of item 18.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Year |20d, INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 1 20f. (City or town) (County) (Stote) 

[saat Mies Neathile foctory, street, office bidg., etc.) ! 

p.m. 19 fot work [J at work [J ' 


21. | certify that { attended the deceased from,.......--..-----.. 1952, tp, LAG. (2_____, 19.8 Ahot | last saw the deceased 
i i Ss EA 
alive on_. a sf. and that death occurred atf = , from the causes and on the date stated above. 


ADDRESS (Street, city or a ae DATE SIGNED 
mre 
Mere deeds g G (‘Se 


or ottending physician. 
MEDICAL CERTIFICATION 


ed by the hospital o 
RECTOR: After this certificote has been signed by the ottending physicion ond campletely filled 


id be detoched for use os the bur 
the registrar prior ta buriol, cremation, or remaval, and in any event within 72 hours after death. 


hed 


moy be re 
TO FUNER; 
poge 3 


Ra buna eee ‘Zc. NAME OF CEMETERY OR a aay, 72d. LOCATION (City, town, of county) Stote} 
D REMO peri 5 ~ : D = - P 
BUBISE" | B- 97-1957 A PbES FIR RY 17 pp. 


mie O Ward LZ Jae Anam Woe &—P SA Alas 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificote be executed wi 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 084 15 
@8412 MEDICAL EXAMINER'S CERTIFICATE OF DEATH... 3 


INTERVAL BETWEEN 


18. CAUSE OF DEATH [Enter only one cause per tine for (0), (b), ond (c).) INTERVAL BETWEEN 


PART 1, DEATH WAS CAUSED 8Y; 
IMMEDIATE CAUSE () ___ Drowning 


} 


£8 ¢ px s 
Sp << ’ 
2g 5 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) a 
0. C ; 
ao oN “barroll marvtano || ° STATE Md. BC OUR 
ears b. on OR TOWN itt outside tosporate limits, write RURAL ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
oo Ss give nearest town) a E 
g* 4 Baltimore  o3x h 
s s a d. NAME OF HOSPITAL OR INSTITUTION {If not in hospital, give street eddress) d. STREET ADDRESS e. 1S RESIDENCE 
* zg q IO) ON A FARM? 
a 3 Tiberi Tae 3814 Sylvan Drive 4 we wer) 
a} erie 3 NW 
ts 3. NAME OF First Middle Lost 4. DATE Month Year 
Dose “DECEASED OF 
rea (Type ar print) DOROTHY R. WARFIELD DEATH August 3, 1957 
5 
B To Bae 5. SEX 3 6. COLOR OR RACE |7- MARRIED NEVER MARRIED [_]} 8. DATE OF 81RTH 9. AGE (in yeors | IFUNDER 1YEAR] IF UNDER 24 HRS. 
oo ed Ey ma Min, 
aie Female White wioowen] — oworcenf |Sept. 26, 1917 Se ast 
a z MWe. USUAL eee OHO, (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
win during most of working life, even if retired) 
8 Baltimore, Maryland U.S.A. 
a>. 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
gud William H, Hildebrandt wo Kemp 
e Hy ie WAS pee Hie IN U.S. a. Een 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
o | fet, no, o¢ unknown) 1 yeu, give wor or date of service 4 Z 
ser O| No Mr. Edward G. Warfield-381) Sylvan Drive - #7 
co) 
2 
€ 
s 


9 x DUE TO 
Canditions, if ony, which () 
gove rise fo immediote couse 
(0), stoting the underlying( OVE TO 
cous 


lost. (o_ 


in penci 
0 the Chief Medical Exominer's Office olong with farm PM3. Poge 5 may be retoined for your f; 


DIRECTOR: Page 3 should be used os a buriol-tronsit permit. 


21. I certify that | took charge of the remains described eke, held an ee: Gd. Inspection (]/ tnquiry [7], and find that 
decth resulted from: Natural causes []. Accident [], Suicide $€], Homicide [], Undetermined cause [}. 


: z PART Ii, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. Pies soTonsy, 
2 iS 

5 & ys No 
S & | 200. EXTERBIAL CAUSE WAS 20b, DESCRIBE HOW INJURY OCCURRED. {Ener noture of injury in Port | or Port it of item 18.) 

a & | PRIMARY #8 or CONTRIBUTING C) 

= cS) CAUSE OF DEATH. Drowned se 

8 & | 20c. TIME OF INJURY — Month, Day, Yeor [20d. INJURY OCCURRED [70s. PLACE OF INJURY (Home. fen 1 20F. (City ar town) (County) {Slote) 
o a Hour 0. m, While Not while eae street, office ae ole.) | 

£ bs m5 /y 9 ot work [] of work $F] erty Dan H arro Md 

£ 

= 

x 

= 

8 


ATE SIGNED 
CHIEF MEDICAL EXAMINER [] enue 


‘ ASSISTANT MEDICAL EXAMINER] G _, X 
RaMe tees} William V. Lovitt, Jr > MeDe DEPUTY MEDICAL EXAMINER [7] 1B/dey 57 } 
ig 2 (Stole) :. 


Zo. BURIAL, CREMATION, |22b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or 
REMOVAL (Specify) 
urial B 


\ y rey 7: a Mi REZ ADDRESS 
VS. AISME(5) baal = 


SM 9/S5 


ACTUAL 
SIGNATURE. M.D. 


or removal. 


TO FUNi 


6 
ic) 
© 

a 
© 
4 
iv) 


forwar: 


TO DEPUTY MEDICAL EXAMINER: This certificate shauld be executed within 24 hours after deoth. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
08413 CERTIFICATE OF DEATH 


al 


OS416 
Reg. Dist. No. La 


sé 
3 '; W Maple? men “4 Sat Pee oe (Where deceased lived. If institution: Residence before admission) 
i 2 0. COU! 5 ; MARYLAND o. b. COUNTY Carroll 
Be M ) [7b CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest own) 
Be / estilie s.2mos.l5days Westminst ? 
52 ykesv: 9yrs.2mos.15dé s er 27 
205 beter "2 
Ps oe th, Sa d. pa Bue HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS. e. boy gre] 
a Springfield State Hospital - ‘ ves [] NO QE 
: ze 
3. NAME OF First Middle Lost 4. DATE Month Do; Yeor 
DECEASED OF 
Sacred Edward WELLS Siam August «=», 57 
3. SEX 6. COLOR OR RACE |7. MARRIED L} NEVER MARRIEO #8 | 8. OATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 VEAR|IF UNDER 24 HBS. 


Male White winowen (] pivorceoQ] | Sept. 17, 1877 ange ge Nouns | titi. 


100. Goes OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INOUSTRY | 11, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


pers. Pages | 


the registror prior to burial, cremation, or remaval, ond in any event within 72 hours ofterdeath. ». 


a / corey ‘of working life, even if retired) a Marylan a U.S.A. 
8 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
8 Edward D, Wells, M.D. Mary Josephine Mathias 
2 ee Uconwel eer aN U. pa tireesroneter 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
: ORS a are Springfield Hospital Records 
g 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c)-] INTERVAL BETWEEN 
§ PART |. DEATH MEDIATE Cause jo _ Carcinoma of the stomach onths 
é 457 X DUE TO 
Conditions, if ony. which b) 


= 
2 
r 3 
a 
€ 
S 
2 
2 
= 
5 
NG 
a 
2 
a 
5 
e 
3 
r 
e 
= 
> 
) 
z 
e 
PS 
S 
3 
a} 
6 
2 
2 
ro 


TO HOSPITAL OR ATTENDING PHYSICIAN; The low requires that the death certificate be executed within 24 haurs after deoth. Page 4 


g 

eS 

Seca 

286 é Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}]19. WAS AUTOPSY 
eae O|=] Mental Deficiency, Imbecile Level. Ys) NOG 

S wf 

Hes = Oe, ACCIDENT WAS UNDERLYING [| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter notre of injury in Port lor Port I! of item 1B.) 

B & 

& 2 © [MIF EITHER, NOTIFY MEDICAL EXAMINER) 

3% 5 3 J20c. TIME OF INIURY Month, Year |20d. INJURY OCCURRED [200. PLACE OF INJURY (Home, Gar [? {City oF tawn) {County} (State) 
5 6 Hour o. m. Whil Nat whil factory, street, office bldg., ete 

si 8 = p.m 19 lot work [2] of wark wa] ' 

ae) 

as< 21. | certify thot | ottended the deceased from_JULY 1, __ ,19.50., oAugust 255 1957 thot | lost sow the deceosed 
2a 

ve 3 alive on August 255. eee a Ae ar... ond thot deoth bi tocad ot, 5230P m, from the couses ond on the date stated above. 
Peck p ADDRESS (Street. city or town, stote) DATE SIGNED 
a 

ess / wo... Springfield State Hospital 8/26/57. 
cB 

a 4 PHYSICIAN'S, 

NAME (Type)_Walther H, Sonnenfeldt, M.D. ___Sykesville, Maryland... 
3 z 4 No. Eo! Genes 2b. DATE THEREOF ‘Wc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, tawn, or county) {(Stote) 

> ec 

pe : BAS Sy 8228.57 St. John's Catholic Westminster, 

es 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY Meclateas ee [AR Rs eieg SIGNATURE 

TSM 9/5S DATE G26 “ST 


VS AIS (4) Mt John R. Byers Westminster, Md. 


3A nvauna 


5 ON 


U3anaasq 


‘ . MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
Wilalasin 08414 — certiricate OF DEATH 


call 


Reg. Dist. No. 


8 3 pan 1 Pepe cal es mie ween Md (Where deceased lived. If institution: Residence before admfission) 
sv Carroll marviano || > [M-vLand sop Carroll 
. 3 fl ) b. CITY OR TOWN (IF outside corporote limits, writs | ¢, LENGTH OF STAY IN 1b ¢. CITY OR TOWN (IF outside corporote limits, write RURAL ond give neorest town) 
& 2~— Rural, fi re testminster Rural, Nr. Westminster Xf 

s e |. NAME OF HOSPITAL (If not in hospital, give street address} 


d. STREET ADDRESS }ivers Distr ict e. 1S RESIDENCE 
/ ON,A FARM? 
Westminster, Md. R.Dl ves #9 No 


0 |g ehhe nye rick) Westminster, Md, R.D.1 


» 


2N, eget First Middle it 4, ah Month Yeor 
= ftypavor print Emma, Catherine W: s1afohn cram =August 21, 198% 19 
2 5. SEX 6. COLOR OR RACE [7. mareieo [] NEVER MARRIED [] | 8 DATE OF BIRTH 9. AGE (In years IF UNDER t YEAR] IF UNDER 24 HRS. 


birthday) 


Female White wiooweo%¥ — ovorceol) |July 19, 1880 4 yn. ee ee ee sie 


100. USUAL OCCUPATION ind of aes done! 10b. KIND OF BUSINESS OR INDUSTRY |11. SIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Her ovm home Carroll Cos, Mde UsSehe 


H during mest of fsa even if retiged) 
Houser Ot SeNL or. 
14. MOTHER'S MAIDEN NAME 
Catherine Roser 


rbon papers. 
death. 


13. FATHER'S NAME 


Josiah Wantz 


| 


é 1g, WAS DECEASEDEVER IN U. 5. ARMED FORCES? [16. SOCIAL SECURITY NO. ]17. INFORMANT Address 

uy | Bex no. or unknown UE yes, give wor or dates of service) = 3 a 7 
E }| No irs. Irene Kump, Westminster, Ma. R. D. 1 
8 18, CAUSE OF DEATH [Enter only one cause per ine for (0), ond (€)] F INTERVAL BETWEEN 
< 4 NSEL-ANO DEATH 
: PART 1, DEATH WAS CAUSED BY: ia ej $c eroty < earth By, Sea se. ee 
= if DUE TO , , : 

Conditions, if ony, which rr alized BQ rteriogelerosis 


gove 0 immediote 
cate (0), stoting the under. 


DUE TO 


lying couse lost. ©) 
Past as OTHER se ag CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19.. "i Meet 
PERI 
ae 
enile Ve ane a ot yes J] NO 
200. ACCIDENT WAS UNDERLYING (2) Ob DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 


OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 70e. PLACE OF INJURY (Home, om 1 20F, (City oF town) (County) (Stote) 
Hour a. m. While Not while foctory, street, office bidg., etc.) 
19 Jot work [1] of work [J t 


21. 1 certi ig aod the deceased fromép gr lA, Wolo, to AUF, ZY, 1927 thot | last saw the deceased 


alive on a LE. > 03 teat] Ee; and that death occurred at_t_ AM! from the causes and on the date stated above. 
hides (Street, ay ‘or town, stote} 


4 
9 
< 
a 
= 
i 
= 
= 
u 
< 
y 
a 
3 
= 


RECTOR: After this certificate has been signed by the attending physician and completely filled ir 


be detached for use as the burial-transit permit. 


ACTUAL el 
SIGNATUR 


moras TS. MeVaugh 


«# 


the registror prior ta burial, crematian, or remaval, and in ony event within 72 hours oi 


ee ee get 8 oe AD | Oe Oe thoi Ce 


—< TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours afler death: Page 4 
moy be retgined by the hospital or attending physician. 


=a 
+ a ‘220. BURIAL CREMATION, | 22b. DATE THEREOF ic. NAME PF CEMETERY OR CREMATORY 7d. ane ‘ATION (City, town, or county) (State) 
Sm Piel Specify) 
Oe _6, 2 Nr. Taneytown Carroll Cog, Md, 
1 

ee Ane, Leerpand 7}: ACK, Littlestom, Pas lon G-22-y' 7 Littlestown, Pas DATE a3 21 4 ase fy 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ,,c, 
OS418 £ 


. 7 08415 CERTIFICATE OF DEATH 


oa 


Reg. Dist. No. (4 


sé 
3 °: A pirat sod iit 5 be oe geal (Where deceased lived. If institutian: Residence before admission) 

t+ oo a. b. COUNTY 

32 Carroll MARYLAND Maryland Carroll 

3 a b. CITY OR TOWN {If outside corporate limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If autside carporate limits, wrile RURAL and give neares! tawn) 

8 aA RURAL and give nearest lawn) p 

32 rural-Sykesville life x/ Gist 

2 2 d, Roe ee Hi {If nat in hospital. give street address} - d. STREET ADORESS e Berens 
a / Rural--Sykesville ves f No 1] 
his & pros pa First Middle low 4. cae Month Day Yeor 

(Type or print) SAMUEL WILSON DEATH UZ 29 157 


9. AGE {In years |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
thdoy) Min. 
yn. 


Pages 1 


5. SEX 6 COLOR OR RACE |7. MARRIED [] NEVER MARRIED [[] | 8. DATE OF BIRTH 
wong onsets | APF] 1869 
Oa. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or fareign country) 
during mast af working life, even,if retired) 
ower Maryland 
I 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Nicholas Wilson Mary Jane Wheeler 
rs Te er tie ee ee 16. SOCIAL SECURITY NO. |17, INFORMANT - Address 
y no z none Mr. Oscar Wilson, R.D. Sykesville,Md. 


18. CAUSE OF DEATH [Enter anly ane cause per line for (a), (b), and (oJ~ fe / INTERVAL BETWEEN 


PART I. DEATH WAS CAUSED BY: ONSET ANO DEATH 
- IMMEDIATE CAUSE (6] 4 


Heber DUE To 


12. CITIZEN OF WHAT COUNTRY? 


U.S. 


. Then please remave carbon popers. 


Canditians, if any, which rs 
gave rise ta immediate 


cote (0), stating the under, ( DUE TO 
lying couse last. © 
Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DIGEASE CONDITION GIVEN IN PART 1)]19. WAS AUTOPSY 


ORMED? 
yes (] NO a 


200. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part lor Part Il af item 1B.) 
OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY {Home, form, | 20f. (City or town) (County) {Stote) 
Hour a. m. ‘While Nat while factory, street, affice bldg., etc.) | 
p.m. 19 lot wark [1] ot work [J ‘ 


21, | certify that_| ottended the deceosed from. : IWEZ, to. 47 £7 19 f 7. thor | lost saw the deceased 
olive on_____.&°> eas WZ, ond that deoth occurred at4._P.i.__M, “from the couses ond on the date stoted above. 


ADDRESS (Sireet, city ar Boe = DATE SIGNED 
MO. WA 3 Mom Mt §-$0-D 


MEDICAL CERTIFICATION 
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TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death. Page 4 


)| [sen oe Z 
a mame, AOC (Sewne7™ Mp fd 3 fnain HecTImi~ bf 
go 226. BURIAL, CREMATION, | 220. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county) (State) 
a3 "SURTAT’ | 8-31-1957 | Harmony Grove Carroll Co,, Maryland 
2 


rd 
‘= 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS , Z TURE 
C. M. Waltz, Winfield, Maryland 4 EP 3 “TO5 aa a 


wap 


aa 
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“FOR STATE 


HEALTH DEPT. 


Poge 


files. 


ry. please 


irector. 


Yor your 
joard af Health, 


is necessot 


If any dela 
2. ond 3 ta the fury 
in 72 hours ofter deo! 


File poges 1 ond 2 with the Stal 


in Wem 18. Give Pages 1, 
ffice long with form PM3. Page 5 may be seta 


rtificate, writing the ward ‘‘pending™ in pencil 
RECTOR: Page 3 should be used os a burict-transit permit. 
or its designated agent, priar to buriol, cremation, or removal, and in ony eve: 


forwarded to the Chief Medical Examiner's O' 
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execute 53 ¢: 
4 shou! 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 c 
C8380 MEDICAL EXAMINER'S CERTIFICATE OF DEATH US41! 


Dist. No. 


1, PLACE OF DEATH 2. USUAL RESIDENCE [Where deceased lived. If instilul idence before admission) 


* @. COUNTY CARRO haya __manytano " MARYLBMN, b. COUNTY CARR 4 EE 


b. CITY OR TOWN I11 cunide corporate limits. write RURAL [Ye LENGTH OF STAY IN Ib ¢. CITY OR TOWN {If outside corporate limits, write RURAL and give nearest town) 


‘ond give neoret! town} 


d. he sabi ate To? in hes Be er ) ri 21 WESTPIIMSTE K . IS RESIDENCE 
335 E MIN _S7_ 335E MAW ST I SU) Nog 


ves] NO 


3. NAME OF Middle k 4. DATE F Y 
DECEASED First idle ot ‘eor 


weer ANWA RE, ENap  Wo.EE Stari 2k Bes 7 


5. SEX 7 COLOR OR RACE E MARRIED. NEVER MARRIED: & DATE OF BIRTH HRS 


wiboweo [] pivorceo [] Why 20- 13. Heo} TPF. 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 2. CITIZEN OF WHAT COUNTRY? 


a Of working Ii Lo FEBCHE TEACH. eK + 4 4 


‘43. FATHER’S: ce 14. MOTHER'S MAIDEN NAME 


DANIEL WOLFE SUSAN HAIN INES 


15. WAS DECEASED EVER IN U. S. ARMEO FORCES? 116. SOCIAL SECURITY NO. | 17. INFORMANT 


(Yen par) UL yes, gree wor ar dates of tervien) AON E Ant Wo! L fE . WESTIN ST. ER 


18. CAUSE OF DEATH [Enter only ane coure a line for e tb), INTERVAL BETWLER 


PART |. OEATH WAS CAUSED BY: * ao) du 4 g o ONSET ANO DEATH 
A 
IMMEDIATE CAUSE (0) _tA- sh es ¥* 
42 QUE To _—— 


Canditions, if ony, which ry 


gove rise to immediote cave = the i 
{0}, toting the underlying( OVE TO 
Salseiltit) > a @ : 


PART fi, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED 1 THE TERMINAL DISEASE CONDITION GIVEN IN PART i WAS, AUTOPSY 
PERFORMED? 


ves—] NO BY 
200. EXTERNAL CAUSE WAS 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port I! of item 18.) 
PRIMARY (1 o¢ CONTRIBUTING CJ 
CAUSE OF DEATH. 


20c. TIME OF INJURY Month, Day. Yeor —[20d. INJURY OCCURRED 20. PLACE OF INJURY (Home, form. 1201, (Cily or town) (County) (State) 
Weis While NaC factory, street, alfice bidg., elc.) | 


p.m, Ww of work [[] at work ' 


MEDICAL CERTIFICATION 


21. 1 certify thot 1 took chorge of the remoins described above, held an Autopsy [}, Inspection PX Inquiry [J ond in my 
opinion deoyy resulted from: Noturol couses fX], Accident [], Suicide (1, Homicide [. Undetermined manner Oo 


ACTUAL DATE SIGNED 
SHONATURESAL CALE a a - tap, CHIEF MEDICAL EXAMINER (7) 


ASSISTANT MEDICAL EXAMINER [_} 
ZF Mnse DEPUTY MEDICAL EXAMINER TY 


Tia. a8 EY 4 AMES DATE Rab Ar NAME OF ay ‘OR CREMATORY (22d. LOCATION (City. eMaee erate 
& Mi iA peci oe 


VIEW UNION BRIDGE 


ie” af Se sy UG ot Rie Ra é 2do. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 


BA nvzuns 


2S61 2 & 


